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SURGERY IN THE MANAGEMENT OF HEART DISEASE* 


ELLIOTT C, CUTLER, M.D.f 


BOSTON, 


MASSACHUSETTS 


I appreciate the implied compliment in asking a surgeon to discuss with you the therapy 
of heart disease. For some two thousand years the physician has looked upon the heart 
as a sacred domain into which the surgeon was forbidden to enter. Indeed, even among 
the fraternity of surgeons, to touch the heart was considered almost unethical not longer 
than fifty years ago. Now you embarrass me with the grand title, “Surgery in the 


Management of Heart Disease.” 


I take it that you wish me to discuss only those dis- 


orders of the heart that are chronic and with which you have special dealings. 


Since, however, you have given me a title 
so broad that its latitude would bring dis- 
comfiture even to a politician, | must recall 
to you that, as usual, surgery entered the 
domain of cardiac surgery by way of trau- 
ma. Injuries to the heart in the days pre- 
ceding gunpowder were not immediately and 
always fatal and though we think of our 
day as full of wars and bickerings we must 
move much more violently to approach even 
the quarrelling record of a century and more 
ago. Thus it seemed wise in that time to de- 
vote much study to wounds of the heart. 
The result of all this culminated in the 
knowledge that the heart could be treated 
surgically much as were other organs. Slow- 
ly the treatment of wounds of the heart by 
surgical methods became an accepted proce- 
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dure. Out of this beginning has sprung a 
variable progeny, not all of whom have 
reached years of discretion. Thus I wish to- 
day to emphasize chiefly the youngest child; 
that is, the application of the procedure of 
total removal of the thyroid gland to angina 
pectoris and congestive failure. Many off- 
spring have preceded this infant and most 
of them are accepted and need no sponsors 
at this time but this procedure of total thy- 
roidectomy stands, like the baby before the 
baptismal font, not, as the old Church of 
England says, “conceived in sin” but still 
surrounded by that murky haze of indecision 
and worry which envelops the unknown. 

You all accept pericardiostomy for acute 
pericarditis and I hope that the recent ex- 
cellent articles concerning pericardiectomy” 
for chronic adherent pericardium and the 
splendid experimental work demonstrating 
its efficacy have been accepted and digested 
by you all. 

Not long ago division of the sympathetic 
nervous supply to the heart was proposed as 
a method for treating angina pectoris.° A 
great experience in this lies behind this, not 
entirely digested to be sure but definite at 
least in the conclusion that, no matter how 
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complete the procedure, or whether the inter- 
ruption of the nervous pathways be accom- 
plished by surgery or by alcohol injection of 
the nerves, the relief of pain is variable and 
not complete. Surgery is perhaps a more 
certain therapeutic measure than alcohol in- 
jection and less apt to leave undesirable 
sequela, but it can be stated that the attack 
upon the sympathetic nervous system for 
this dilemma is still an unsatisfactory 
method of treatment. The great enthusiasm 
which surrounded this method from its com- 
mencement has resulted in an enormous in- 
crease in our knowledge of the function of 
the sympathetic nervous system, and, since it 
came at a time when other disorders of the 
vascular system were also being treated by 
an attack upon this same system, we have 
added considerably to our scientific knowl- 
edge. For this we, as practitioners of the 
art, should be very grateful, and also proud 
of the share won by clinicians. 

Another recent example of the application 
of surgery to disorders of the heart is seen 
in the attempt to treat stenosis of the mitral 
valve by enlarging it through surgical meth- 
ods.*° The great amount of experimental 
work which preceded the first attempt on a 
human being revealed the feasibility of the 
procedure and established the technical 
method. The operation consisted of the in- 
sertion through the cardiac muscle of an 
instrument which was used to notch, stretch 
or enlarge the stenosed valve by removing a 
segment of it. The operation is one of con- 
siderable magnitude and to date has not 
proven either safe or valuable enough to 
justify further discussion. 

This brings us to the matter we desire 
to present; that is, total thyroidectomy in 
the treatment of angina pectoris and con- 
gestive failure. The origins of this proce- 
dure are found in both laboratory investiga- 
tions and bedside observations. The investi- 
gations of Blumgart® into the factors deter- 
mining the rate of blood flow have shown 
that the circulatory rate roughly parallels 
the metabolic demands. Thus when the basal 
metabolic rate is elevated, as in Graves’ dis- 
ease, the rate of blood flow is accelerated 
and when the basal metabolic rate is lowered, 
as in myxedema, the rate of blood flow is 
slowed. It occurred to him and his collabora- 
tor, Levine,® that if the decompensation 
could not be relieved by rest and drug ther- 
apy, perhaps the lowering of the basal met- 
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abolic rate by thyroidectomy might create 
a condition where the demands upon the cir- 
culation would be lessened and that by thus 
diminishing the demand to a fixed and low- 
ered supply equilibrium might be established 
and compensation occur. 

Meanwhile our clinical experience had 
shown us the close relation between cardiac 
action and thyroid activity. This first re- 
sulted in the recognition of the so-called 
“thyro-cardiac” group; that is, patients with 
cardiac decompensation in whom the cardiac 
injury is due to repeated bouts of thyroid 
intoxication. As a rule, such patients suffer 
from the milder form of thyroid intoxica- 
tion that occurs with toxic adenomata rather 
than from repeated bouts of Graves’ disease. 
The explanation for this lies in the fact that 
with the adenomatous gland the intoxication 
is so slight that it is not easily recognized 
and thus the injury to the heart is continued 
over a long period of time. The fact that 
auricular fibrillation is common with this 
form of heart failure is in keeping with the 
scientific information that the active prin- 
ciple of the thyroid gland is more effective 
than other substances in bringing about this 
condition. It is also of interest, and of great 
importance to our patients, that this injury 
is not permanent and that the fibrillation dis- 
appears with removal of the intoxication 
through the operation of thyroidectomy. In 
this group are found some of the most satis- 
factory therapeutic results in all medicine, 
for patients who have been bedridden with 
all the signs and symptoms of advanced car- 
diac failure have been restored to an active 
and almost normal life following removal of 
the thyroid gland. 

But many other clinical observations have 
indicated this close relation between the 
heart and the thyroid gland, a matter which 
was first fully discussed by Francois Franck 
as early as 1899. Certain of the tachy- 
cardias and arrhythmias have been benefited 
by thyroidectomy and your own brilliant 
cardiologist, Frank Wilson,’ has pointed out 
that toxic thyroid conditions may be recog- 
nized by a study of cardiac manifestations 
long before there is a demonstrable elevation 
of the basal metabolic rate. This latter find- 
ing is of the greatest interest, for, as we will 
see later, it is this recent tendency to view 
those thyroid functions relating to the basal 
metabolic rate and the circulatory manifesta- 
tions of thyrotoxicosis as two entities, which 
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CHART I.—TOTAL THYROIDECTOMY FOR ANGINA PECTORIS AND CARDIAC FAILURE 
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may respond to proper stimulation either 
singly or in unison, that may explain the 
benefit which accrues to patients with heart 
disease following thyroidectomy. 

Thus, we can see not only that surgery is 
taking part in the treatment of disorders of 
the heart but that the recent acquisition of 
knowledge concerning the thyroid gland has 
led to a justifiable attempt to apply this 
knowledge to heart disease. 

Subtotal thyroidectomy for cardiac fail- 
ure was first practiced in 1932 and reported 
by Blumgart, Levine and Berlin.® Improve- 
ment followed the procedure but their stud- 
ies reported that within a short period of 
time, doubtless as the remaining fragment 
of the gland regenerated, the previous con- 
dition recurred. However, the immediate re- 
sults were so encouraging that they justified 
the proposal that total thyroidectomy be car- 
ried out. This procedure has been utilized 
for two years**”***7° and it seems appro- 
priate to summarize and study its accom- 
plishments. Our own experience covers 
sixty-one cases; twenty-three submitted to 





the operation for congestive failure and 
thirty-one for angina pectoris. The other 
cases were submitted to this operation for 
conditions not to be discussed at this time. 

Chart I represents the total cases plotted 
against the time-interval given for study. 
One case has been under observation for as 
long as nineteen months. It is of great im- 
portance to consider this interval, since the 
deliberate attempt to create myxedema leaves 
one open to the criticism that an unsupport- 
able condition may be created in our pa- 
tients. We have found that this fear can 
be dissipated, for with thyroid therapy (usu- 
ally one-quarter grain tablet of Armour’s 
extract daily is sufficient) patients can be 
maintained in an apparently normal condi- 
tion, at least as long as our observation has 
been carried out. 

Chart II represents the immediate sur- 
gical mortality and morbidity. Attention 
should first be called to the fact that this 
being a new undertaking we are preserited 
only with the most formidable type of case. 
Physicians are naturally reluctant to essay 
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new types of therapy, particularly when it 
involves taking any risk. Thus, in spite of 
the scientific background already presented, 
at least the first cases submitted to total thy- 
roidectomy, both in the group of cardiac de- 
compensation and angina pectoris, were pa- 
tients in whom life expectancy was extreme- 
ly short. Those people with cardiac decom- 
pensation were practically derelicts. One of 
the patients had been hospitalized six times 
in the previous two years and had been an 
inhabitant of hospitals with marked mitral 
stenosis for some six to eight years. This 
patient was bedridden with fluid in the ab- 
domen and chest as well as with marked 
edema of the legs, orthopneic, dyspneic and 
with a tremendously reduced vital capacity. 
One of the cases of hypertensive myocardiac 
disease was practically in extremis, being 
brought to the hospital in coma and with 
a blood pressure over 200, hemorrhages in 
both retinze, fluid in the abdomen and with 
complete decompensation. In the field of 
angina pectoris, the patients were equally 
serious risks. The first few cases had had 
bouts of mild coronary closure, were suffer- 
ing from daily severe attacks of angina and 
the anginal attacks occurred when the pa- 
tient was at rest. One of these patients re- 
fused to get up in a chair for examination, 
for she said that she had had the disease 
for six years and that the slightest exertion 
brought on excruciating attacks which 
caused her the greatest anxiety. 


CHART II.—TOTAL THYROIDECTOMY 
Surgical Mortality and Morbidity Statistics 


Total Number of Cases 
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Myocardial Disease 
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In view of the type of case selected, the 
mortality statistics are not alarming. Had 
I not the greatest confidence in my medical 
colleagues, and had I not also behind me 
the experience of attempting to treat almost 
equally incapacitated people by the far more 
serious surgical procedure of mitral val- 


SURGERY IN HEART DISEASE—CUTLER 


Jour. M.S.M.S. 


vulotomy, I never would have accepted for 
operation most of the patients now pre- 
sented. 

The immediate postoperative mortality in 
the cardiac decompensation group of 8.7 per 
cent and in the angina pectoris group of 
6.5 per cent is surprisingly satisfactory in 
view of the type of patient: And the clinical 
benefit to the survivors was so great as to 
justify entirely the procedure. In the group 
of cardiac decompensation cases there were 
no particular complications, the operations 
were satisfactorily performed under local 
anesthesia without apparently burdening the 
patient unduly. In the angina pectoris group 
we were confronted with an even less diffi- 
cult task and the only complications which 
confronted us from the surgical point of 
view were the simple mechanical factors of 
parathyroid tetany from removing all of the 
parathyroid glands or injury to the recurrent 
laryngeal nerves. Parathyroid tetany itself 
occurred in almost 10 per cent of the cases 
but was never a very serious complication 
since in all cases we were able to control the 
mild signs of hypersensitivity by the utili- 
zation of five drops of viosterol once or 
twice daily and four to six grams of calcium 
lactate daily. The lowest blood calcium 
readings were 6.6 mgm. per cent and 6.8 
mgm. per cent in two patients, these read- 
ings being made on the thirtieth and fif- 
teenth day postoperative, but mild signs of 
tetany were noticed in one case as early as 
the fourth postoperative day and in another 
case no signs were noticed until the patient 
was in myxedema thirty days following op- 
eration. When the mild tetany was con- 
trolled by the above medication, the exhibi- 
tion of thyroid extract which these patients 
were given to counteract myxedema usually 
produced a further fall in the circulating 
blood calcium though without the patient’s 
manifesting signs of tetany. 

Injury to the recurrent laryngeal nerves 
occurred four times, a single side being in- 
volved in each case and all but one of these 
unfortunate happenings coming early in our 
surgical experience. This, of course, relates 
to the technical performance of total thy- 
roidectomy and though the operation is not 
at all formidable it must be carried out pre- 
cisely and carefully. We elect the use of 
novocaine in order that our patients may 
talk to us during that part of the procedure 
when the recurrent nerves are being iso- 
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lated, for it is certain that only by complete 
exposure of these nerves before removal of 
the gland and the separation of the nerve 
from the posterior capsule can this accident 
be avoided. 

We have tabulated also the patients who 
have died at some time following their dis- 
charge from the hospital from causes not 
related to the operation, since it is wise to 
have a figure for the expected longevity of 
people of this type. Not, however, until a 
period of observation has been carried on 
for five years can one say whether or not 
cases with total thyroidectomy live, on the 
whole, longer than similarly affected people 
without the procedure. Insofar as one can 
judge now, the operation in no way con- 
tributed to the later deaths. 


CHART Ill.—TOTAL THYROIDECTOMY 


Clinical Results in 34 Patients Who Have Lived 
More Than 3 Months Since Operation 


Group II Cardiac Decompensation, (10 Valvular 
Disease, 2 Myocardial) 
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Excellent—restored to active life without complaints 
Good—greatly improved but inactive (decompensa- 
tion cases) or occasional pain (angina cases) 

Fair—improved but still incapacitated 


Chart III represents an appraisal of the 
results we have achieved thus far. We have 
tabulated only those patients who have 
lived more than three months since the op- 
eration though our experience would tend 
to show that patients who show improve- 
ment at one month are almost certain to 
show the same or more improvement at 
three months. Our experience has demon- 
strated that it takes from eight to ten weeks 
for the patient to enter myxedema and 
achieve a basal metabolic rate of around 
—20. At this point the basal metabolic de- 
mands of the body being lowered, the de- 
mands upon the circulation are decreased 
and those patients in the cardiac decompen- 
sation group gradually come into compensa- 
tion, the improvement in some cases being 
remarkable. Several patients, previously 


bedridden and not benefited by a long period 
of rest and digitalis therapy, have follow- 
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ing thyroidectomy returned to a moderately 
active life. Edema, cyanosis and dyspnea 
disappear, the vital capacity rises, and the 
patient’s outlook is entirely changed as com- 
pensation is achieved. In the group of car- 
diac decompensation nine of the twelve 
cases showed very definite improvement and 
as these are all cases in which rest and drug 
therapy had achieved almost no relief the 
increment of improvement is remarkable. 
In the angina pectoris group, sixteen of the 
twenty-two cases gave us satisfactory re- 
sults, and again let me remind you that these 
were practically all cases of angina decubi- 
tus, taking large amounts of nitroglycer- 
ine daily. Certainly in the field of sympa- 
thectomy for angina pectoris no such spec- 
tacular improvement has resulted. 


Discussion. There is no opportunity to 
report here all of the elaborate chemical and 
clinical studies that have been carried out. 
You will have noted that in the congestive 
failure group I have spoken of the improve- 
ment of the vital capacity as compensation 
was achieved. One of the most marked con- 
comitants of the operation is, of course, a 
heightening of the cholesterol curve as myx- 
edema is entered and our studies of the cho- 
lesterol content in the blood stream have 
given us great faith in the level of this sub- 
stance in the blood stream as indication of 
thyroid activity. In fact, when it has con- 
tradicted basal metabolic rates, a second ba- 
sal metabolic determination has usually fall- 
en into line with the cholesterol level so that 
we have utilized this test as an indication of 
whether or not our patients are really in 
myxedema. In the congestive failure group, 
it has been necessary to allow practically all 
patients to enter myxedema before improve- 
ment occurs. We have then gradually fed 
them thyroid extract to the highest point at 
which they can hold their improvement. 
The feeding of thyroid extract in surgical 
myxedema is different from feeding thyroid 
to the spontaneous form of myxedema, for 
it seems to require far less thyroid extract.” 
One-half grain of thyroid extract daily 
(Armour’s) seems sufficient to start any pa- 
tient’s basal metabolic rate on an upward 
curve. Once a level has been achieved we 
have been able to hold that level by giving 
the patient one-quarter grain of thyroid ex- 
tract (Armour’s) daily. In the angina pec- 
toris group, a different situation has oc- 
curred. In the first place, the patients ex- 
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perience an almost immediate relief and this 
relief occurs long before the basal metabolic 
rate falls so that a lessening of the work 
phenomenon cannot be the correct explana- 
tion. Moreover, equally early comes a shift 
in the response to injected adrenalin. Expe- 
rience with the utilization of adrenalin sub- 
cutaneously as a test for angina before and 
after operation led us to the interesting ob- 
servation that a dose of adrenalin which 
would provoke anginal pain preceding thy- 
roidectomy would not provoke that pain 
immediately following operation.*® This 
strongly suggested that we were dealing 
with something different from an effect pro- 
duced by a fall in the basal metabolic de- 
mand. The matter was then taken to the 
laboratory and Dr. Philip Shambaugh re- 
peated the experimental set-up of Sutton and 
Lueth, placing ligatures around the coronary 
artery of an animal, allowing the animal to 
recover, and then studying the pain response 
by tightening the ligatures and thus imped- 
ing coronary flow. He then modified this 
experiment to study the effect of adrenalin. 
The ligatures were led over pulleys and so 
arranged that they could be weighted. At 
this point a vasopressor dose of adrenalin 
was injected without causing any disturb- 
ance to the animal. If, however, the ligature 
was weighted with 100 gm., creating partial 
coronary obstruction, then the same dose of 
adrenalin called forth definite painful re- 
sponse. These experiments have already 
been published** and our deductions from 
our clinical studies and this experimental 
work are that thyroidectomy seems to re- 
duce the sensitivity of the cardiac apparatus. 
Previous work” has already shown that 
thyroidectomy does not modify the actual 
output of adrenalin itself. In line with these 
observations are our clinical findings in the 
group of patients with angina pectoris. A 
lowered metabolic rate is apparently not al- 
ways a necessary matter and only rarely do 
we have to maintain patients in this group 
at a level producing the clinical signs of 
myxedema. In fact, some of them have been 
kept at a practically normal basal metabolic 
rate following operation and yet have shown 
marked improvement in their symptoma- 
tology. 

This short summary of the achievements 
of surgery in relation to heart disease should 
be of interest to medical men for it points 
out that the limitations of cardiac disease to 
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medical therapy alone, in the light of mod- 
ern knowledge, is neither proper nor wise. 
It is the hope that some of these data pre- 
sented today may prove of interest to you 
and of possible value to your patients. 
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THE COMMON COLD—LONG 


THE COMMON COLD* 


PERRIN H. LONG, M.D.+ 
BALTIMORE, MARYLAND 


The common cold is one of the most prevalent of human diseases and, while it is not 
directly responsible for a large number of deaths, it is frequently the precursor of serious 


or fatal ailments. 


The discomfort attendant upon colds is in itself of sufficient impor- 


tance in relation to the general well-being of mankind to warrant any steps being taken 


which might aid in the relief or prevention of this universal malady. 


It is probable that 


colds have been the heritage of civilized man through the ages but, strangely enough, 
very little attention was paid to this distressing disease until the beginning of the present 


century. This neglect was apparently due 
to the belief that colds were necessary evils 
and that little could be done about them. 
The rise of industry as a means of liveli- 
hood for the mass of individuals has un- 
doubtedly focused attention upon upper re- 
spiratory tract infection, because, with in- 
creased industrialization, colds occurred 
more frequently due to the intimate contact 
of the workers and absences, due to upper 
respiratory tract infection, became a serious 
economic problem in industry. 

If the ofttimes curious and strange theo- 
ries held generally by individuals are put 
aside it is found that there are three main 
beliefs regarding the cause of colds. The 
first and oldest of these beliefs, that colds 
are due to exposure to cold or chilling, was 
accepted by scientific as well as lay opinion 
until the dawn of the bacteriological era and 
even today has many adherents. Everyone 
still “catches cold.” In 1786, Thomas 
Hayes” wrote that “A cold arises from the 
effect of cold or moist air, applied to the 
surface of the body and lungs, from going 
too thinly clad, or exposing the body to cold 
air, after having been heated by exercise, 
or when the pores are open from drinking 
warm liquors.” Although deductive reason- 
ing gave ample support to this belief, no 
direct experimental evidence of the effect 
of chilling was available until 1913 when it 
was demonstrated that the cooling of dis- 
tant members of the body resulted in reflex 
changes in the nasal mucosa. A few years 
later Schade*’ showed that reflex vasomotor 
changes leading either to anemia, hyperemia 
or directly to irritative changes may occur 


*From the Department of Medicine, The Johns Hopkins 
University. Read before the Michigan State Medical So- 
cietv, September 13, 1934. 

+Dr. Perrin H. Long, is a graduate of the University of 
Michigan, B.S. and M.D., 1924. He was resident physician, 
Thorndike Memorial Laboratory, Boston City Hospital, 1924- 
25; Interne fourth Medical Service, Boston City Hospital, 
1925-27. Assistant, Hygiene Institute, Frieburg, Germany, 
1927; Assistant and Associate, Rockefeller Institute, 1927- 
1929. He has been Associate in Medicine, Johns Hopkins 
University Medical School and Assistant Physician at Johns 
Hopkins Hospital, since 1929. 








in the nasal mucosa as the effect of the ap- 
plication of cold to various body tissues. As 
far as the nasal mucosa was concerned a 
true cold catarrh accompanied by rawness 
and secretion might occur during or imme- 
diately after the cold trauma. Such dis- 
turbances were not accompanied by fever 
and disappeared within a day or two. 


These observations were shortly followed 
by those of Mudd and his associates,*” ** 
who found that chilling “causes reflex vaso- 
constriction and ischemia in the mucous 
membranes of the palate, faucial. tonsils, 
oropharynx, and nasopharynx. . . . In four 


instances, exposure was followed by a cold 


or sore throat.” It did not seem improbable 
to these observers “that the ischemia of the 
mucous membranes resulting from cuta- 
neous chilling might so disturb the equilib- 
rium between the host and the bacteria in 
the tonsillar crypts and folds of the pharyn- 
geal mucosa as to excite infection.” Green- 
burg” confirmed the observations of Mudd 
and his co-workers in regard to the effects 
of chilling on the nasal mucosa, and in 1932 
Winslow and Greenburg’® reported that 
there was nothing to indicate that localized, 
as opposed to general, draughts had any 
special influence on respiratory infection. 
They conclude by saying: “So far as the 
work here reported may be significant, how- 
ever, it does not confirm the general belief 
that chilling of the feet is especially harm- 
ful.” 

There are many other observers who are 
skeptical of the role played by chilling in 
the production of colds. Leonard Hill’® 
has long inveighed against the possible ef- 
fects of cold and holds that there is little 
proof that exposure to chill and draughts 
causes colds in healthy persons not exposed 
to infection. He believes that the “cause is 
not to be sought in meteorological condi- 
tions, but rather in crowding in overheated 
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and stuffy rooms, in ill-feeding and in ‘cod- 
dling.” The high incidence of illnesses 
spread by droplet infection in crowded 
dormitories” is cited by Hill as evidence in 
favor of his contention. Observations, de- 
signed to test the effect of chilling under 

natural conditions, such as those of Smillie®® 
in Boston have failed to produce upper re- 
spiratory tract infection. In this instance a 
group of individuals were greatly over- 
heated in a small room and then, scantily 
clad, were exposed to the rigors of mid- 
winter until they were “chilled to the bone.” 
No colds resulted. 


The second belief regarding the cause of 
colds is that certain of the known micro- 
organisms commonly resident in the throat 
may, when the predisposing factors are 
operative, set up the infective process 
known as acold. Soon after the investiga- 
tions of Pasteur revealed the importance of 
bacteria in disease, Hiiter”’ described a mi- 
crococcus which he believed to be of causal 
importance in colds. Following this obser- 
vation numerous reports have appeared in 
which roles of etiological significance have 
been assigned to practically all of the micro- 


organisms that have been described as resi- 


dents of the rhinopharynx. Thus we find 
the streptococci, pneumococci, micrococci, 
staphylococci, influenza bacilli, diphtheroids, 
and many other organisms being described 
as the causal agents of colds. A further 
complicating factor was introduced in 1921 
as the result of the observations of Olitsky 
and Gates*® that a hitherto unrecognized 
filter-passing anaérobic flora existed in the 
rhinopharynx, thus offering new possibili- 
ties in the search for the etiological agent in 
colds. 

There were, however, certain objections 
to ascribing causal significance to any one or 
a combination of these organisms. In the 
first place, there was no convincing evidence 
that any of these organisms were universally 
associated with colds and as Bloomfield’ 
pointed out in 1921 “cultural studies .. . 
fail to show in uncomplicated cases any 
variation in the flora which would enable 
one to select any organisms or group of or- 
ganisms as the cause of colds.” This inter- 
pretation of the observed facts was later 
concurred in by Dochez and his associates*® 
and by ourselves.** It has also been shown 
by Mills, Shibley and Dochez® and by our- 
selves® that there is little evidence that the 
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filter-passing anaérobes play a causal role in 
the production of colds. 

This failure to produce satisfactory evi- 
dence of the etiological role of a bacterial 
agent in colds has led investigators to search 
for a filtrable agent in upper respiratory 
tract infection. In 1914 Kruse*® reported 
that he had produced colds in human volun- 
teers by intranasal inoculations with Berke- 
feld filtrates of the nasal secretions from in- 
dividuals ill with natural colds. The nasal 
secretions were diluted in fifteen volumes 
of physiological salt solution and filtered 
through a small Berkefeld candle. A few 
drops of this filtrate were instilled into the 
nostrils of twelve volunteers. After an in- 
cubation period of from one to three days, 
four of the twelve developed colds. Later 
in the same year the experiment was re- 
peated and of the thirty-six persons who 
were inoculated, fifteen developed colds with 
an incubation period varying from one to 
four days. In both instances it was not 
possible to demonstrate bacteria in the fil- 
trates by means of aérobic or anaérobic cul- 
ture methods. These results led Kruse to 
conclude that the infectious agent of colds 
was a filtrable virus and to this virus he gave 
the name—Aphanozoum coryze. 

A short time after Kruse’s note appeared, 
Foster*® in a careful study confirmed and 
extended Kruse’s observation. Foster ob- 
tained the nasal secretions from early acute 
colds and after diluting and shaking them 
in salt solution, the mixture was filtered 
through a tested Berkefeld N candle. Seven 
of the ten healthy young men inoculated in- 
tranasally with a few drops of the filtrate 
developed typical colds within forty-eight 
hours. Human blood-agar plates prepared 
from the filtrates and incubated at 37° C., 
under both aérobic and anaérobic conditions, 
remained sterile at the end of seven days. 
However, in anaérobic cultures prepared ac- 
cording to the Smith-Noguchi technic, min- 
ute spherical bodies were observed which 
were considered to be organisms and which 
in the first subculture generation proved in- 
fective, producing colds in ten out of eleven 
inoculated volunteers. In conclusion, Foster 
stated that he believed that the infectious 
agent of the common cold was a filtrable 
virus and that by utilizing a specialized cul- 
ture medium, he was able to cultivate, from 
filtrates containing active virus, a peculiar 
minute filter-passing microdrganism which 
had a direct causal relation to colds. 
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In 1917 Dold” reported that he had been 
able to transmit an upper respiratory infec- 
tion to human volunteers by means of a 
bacteria-free Berkefeld filtrate of the nasal 
secretions obtained from an individual ill 
with a natural “cold.” The nasal secretions 
were diluted in fifteen volumes of physio- 
logical saline and then filtered through a 
Berkefeld candle under negative pressure. 
In the first group of experiments seventeen 
volunteers were inoculated with the Berke- 
feld filtrate. Fifteen students who worked, 
ate and slept in the same rooms with the 
volunteers served as controls. Seven of the 
inoculated volunteers (41 per cent) devel- 
oped typical “colds” within seventy-two 
hours. None of the controls developed the 
affection during the period of observation. 
In a second experiment forty patients on the 
surgical wards were inoculated with a 
Berkefeld filtrate of the diluted nasal secre- 
tions from an individual ill with a “cold.” 
The results were essentially negative as only 
one developed an upper respiratory infec- 
tion. The filtrates were cultured in serum 
agar, ascitic agar and in ascitic broth under 
both aérobic and anaérobic conditions. Spe- 
cial cultures were made in a modified Smith- 
Noguchi medium in which ascitic broth re- 
placed the usual ascitic fluid. The cultural 
results were negative in all instances. Di- 
luted material from a 48-hour Smith-No- 
guchi culture of the filtrate of nasal secre- 
tions obtained from a volunteer in the first 
group who developed a “cold” subsequent to 
inoculation, was used in the third experi- 
ment. Two of these volunteers inoculated 
with this material developed mild upper re- 
spiratory symptoms which endured four or 
five days. The culture from which this 
material was obtained was considered to be 
free of bacteria. In this paper experimental 
observations are also reported to the effect 
that irritating substances (insect powder) 
can, when inhaled, produce the symptoms 
and signs of an acute infectious “cold.” 

During the influenza epidemics of 1919 
and 1920, Schmidt**® inoculated one hundred 
and ninety-six persons with Berkefeld fil- 
trates of nasal secretions from colds and 
eighty-four individuals with Berkefeld fil- 
trates of the respiratory tract secretions 
from individuals ill with “grippe.” In the 
first group, twenty-one developed colds and 
three developed grippe; while in the second 
group, five developed grippe and four colds. 
Of forty-three controls who had been inocu- 
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lated with sterile physiological salt solutions 
eight developed colds. No information is 
given in this report as to the exact size of 
the Berkefeld filter or to the period in the 
disease when the secretions were collected. 
Schmidt, in concluding his report, expresses 
the belief that more human beings must be 
inoculated before the true nature of the in- 
fectious agent is determined. 

Shortly after this communication ap- 
peared, Williams, Nevens and Gurley” re- 
ported that they had been unable to infect 
forty-five volunteers with Berkefeld N fil- 
trates of the nasopharyngeal washings from 
seven early “cold” cases and three typical 
influenza cases. 

During investigations concerning the eti- 
ology of influenza, Olitsky and McCartney* 
studied the filtered nasopharyngeal secre- 
tions of numerous individuals ill with 
“colds.” They were unable to produce any 
characteristic lesions in rabbits, by intra- 
tracheal inoculation with Berkefeld V or N 
filtrates of the nasopharyngeal washings 
from these subjects. However, they were 
able to cultivate several groups of minute 
anaérobic Gram-negative organisms from 
some of these filtrates. In their opinion, 
none of these minute organisms was con- 
stant enough to be considered the incitant of 
the affection. By using as the inoculum, fil- 
tered nasopharyngeal secretions from early 
cases of typical infections, they were able to 
transmit singly and in series upper respira- 
tory infections to human volunteers, thus 
demonstrating that the incitant was a filtra- 
ble agent. 

Robertson and Groves*® collected the 
nasal secretions of persons ill with uncom- 
plicated coryza from six to 144 hours after 
the onset of the infection. After diluting 
these secretions with sterile salt solution, the 
mixtures were filtered through Berkefeld 
candles. The filtrates were cultured upon 
aérobic and in anaérobic media and in every 
instance the cultures remained sterile. 
Smears from the filtrates invariably showed 
coccoid bodies similar to those described by 
Foster. No significance was attached to 
these findings since the same bodies could 
be demonstrated in filtrates of the nasal 
washings from normal persons. “Inocula- 
tions with the filtrates were made into the 
nostrils of volunteers as soon after filtration 
as possible. In no case did this time exceed 
twenty-four hours after the collection of the 
secretions, which in the meantime were kept 
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in the ice-box.”” One hundred human volun- 
teers were inoculated with the various fil- 
trates and five of them developed upper re- 
spiratory infections following the inocula- 
tions. Because of the small number of posi- 
tive results, these observers considered them 
to be the result of causes entirely independ- 
ent of the inoculations, and concluded that 
their experiments presented no convincing 
evidence indicative of a filtrable agent as 
being the exciting factor in acute coryza. 

In 1929, Dochez, Shibley and Mills’ re- 
ported that in the course of their investiga- 
tion on human upper respiratory infections, 
they were able to produce in apes, by means 
of inoculations with Berkefeld V filtrates 
of the nasopharyngeal washings from in- 
dividuals ill with ‘‘colds,” a condition which 
bore a striking resemblance to the human 
disease. In this communication they stated 
that as yet the active filtrable agent was un- 
known, but that from the filtrate in all posi- 
tive experiments a Gram-negative anaerobic 
bacillus of the type described by Olitsky and 
Gates had been cultivated. In a further re- 
port®® they stated that they had been unable 
to infect apes with the filtrates of naso- 
pharyngeal washings from normal -individ- 


uals, notwithstanding the fact that from 75 
per cent of these filtrates they cultivated 


Gram-negative anaérobes. These findings 
led them to believe that the type of upper 
respiratory infection under consideration 
was caused by a filtrable virus. 

In two subsequent reports Dochez and his 
associates” °* describe the results of their 
transmission experiments in apes and in 
human beings. Of twenty-eight ape experi- 
ments concerned directly with the testing of 
the hypothesis that colds may be caused by 
filtrable agents, washings from individuals 
with colds were used in twenty instances and 
normal washings in eight. Four animals in 
the first group were excluded for statistical 
purposes. Seven of sixteen animals con- 
tracted colds subsequent to inoculation with 
filtered nasal washings from individuals ill 
with natural colds. In the group of eight 
animals inoculated with filtrates of nasal 
washings from normals, none developed 
colds, although 75 per cent of these filtrates 
contained Gram-negative filter-passing mi- 
croorganisms. Several miscellaneous ex- 
periments were performed including two 
successful ape to ape transmissions in which 
filtered ape washings were used and two un- 
successful experiments in which an attempt 
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was made to transfer colds by means of liv- 
ing cultures of the filter-passing anaérobes 
obtained from a filtrate which had been used 
in a successful transmission experiment. In 
the course of their experimental transmis- 
sion tests in apes several positive results 
were obtained with filtrates in which the fil- 
ter-passing anaeérobes were absent, thus sub- 
stantiating their view that the filter-passing 
anaerobes were not the primary etiological 
agents in the production of “colds.” 

The human transmission tests were car- 
ried out under a most rigorous system of 
quarantine in which every precaution was 
taken to protect the subjects from direct or 
indirect contact with natural colds. Nine 
completed experiments are reported in 
which transmission was attempted by means 
of filtered nasal washings and of these four 
were successful. As a result of their ex- 
perimental observations these investigators 
conclude that “the contagious cold in human 
beings is caused by an invisible, uncultiv- 
able, filtrable agent which in all likelihood 
belongs to the group of so-called submicro- 
scopic virus.” 

In the months of June and July, we*’ un- 
dertook certain experiments designed to test 
the validity of the hypothesis that a filtrable 
agent was of etiological significance in the 
production of colds. Intelligent college girls 
were used as experimental subjects. These 
girls were placed in as rigid, individual iso- 
lation as could be devised. After five day 
control periods the volunteers were inocu- 
lated with bacteria-free filtrates of the rhi- 
nopharyngeal washings obtained from in- 
dividuals ill with typical colds. We were 
able to transmit to these volunteers, both 
singly and in series, through two and four 
passages, upper respiratory tract infections 
which did not differ from natural common 
colds. In all, nine out of fifteen inoculated 
individuals developed colds. The presence 
and type of infection was confirmed in each 
instance by three independent observers. 
Thus, a further confirmation of Kruse’s 
original observation was established. 

The next contribution to our knowledge 
of this filtrable agent in colds was made by 
Dochez and his associates’ when they an- 
nounced that they had been able to propa- 
gate this agent in a tissue medium and that 
remote generations of such a culture were 
capable of producing colds in inoculated 
human subjects. This observation was 
quickly confirmed by Powell and Clowes.* 
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Thus it seemed rather clear until the 
spring of 1934 that a filtrable agent was the 
primary cause of colds. At that time Kerr 


and Lagen” reported that under controlled 
conditions of environment, in air-condi- 
tioned rooms, they were unable to transmit 
colds to presumably susceptible subjects 
either by exposure or by direct inoculation. 
In their conclusions they suggested that in a 
controlled environment the common cold is 
not transmissible. It is impossible at the 
present time to evaluate these preliminary 
observations, but if they are confirmed the 
possibility of employing air-conditioning in 
the prophylaxis of colds is of greatest im- 
portance. 


EPIDEMIOLOGY 


It seems quite definite that common colds 
are infectious, but that they are also con- 
tagious is still a matter of dispute because 
many observers believe that waves of upper 
respiratory tract infection can be correlated 
with changes in climatic conditions. On the 
basis of observations made in Holland, Van 
Loghem* holds that the primary predispos- 
‘ing factor to the infection lies in disturb- 
ances of the air temperature and feels that 
he has been able to establish a direct rela- 
tionship between falling air temperature and 
peaks of respiratory disease. He further in- 
terprets the apparent synchronism of peaks 
in different parts of Holland as evidence 
against the contagiousness of colds and 
finally he points out that the average num- 
ber of colds per reporting individual varied 
little and that the average number of cases 
was the same in small families as in large 
families, which he believes would not occur 
if colds were contagious. 

Opposed to these views are those held by 
various investigators in this country. Gafa- 
fer’’ has shown in Baltimore during the 
October-April period that there is no asso- 
ciation between the measurable elements of 
the weather and the upper respiratory attack 
rate. Gover and her associates” “find no 
definite association of respiratory attack 
rates with marked variations in climate as 
represented by six American cities with 
wide geographic and climatic variations.” 
These six cities were Boston, Washington, 
Columbus, Ohio, Chicago, New Orleans and 
San Francisco. Earlier studies upon the 


same material’* °° showed that the peaks of 
upper respiratory tract infection occurred 
almost simultaneously in these six cities. 
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These observations in such widely differing 
localities, as far as climate was concerned, 
are opposed to Van Loghem’s theory that 
falling air temperature can be correlated 
with waves of upper respiratory tract infec- 
tion. Then, too, the synchronism of the 
peaks of pandemic influenza in these cities 
in 1918 renders Van Loghem’s interpreta- 
tion in regard to the influence of climate 
untenable. 

Despite objections to the contrary, the 
common cold is generally considered to be 
contagious and this opinion seems to be sup- 
ported by the accumulated evidence of clin- 
ical experience and laboratory observation. 

The most common source of the conta- 
gion is contact with an infected individual. 
This is generally direct. It is probable that 
colds are most contagious during the early 
stages of the infection and recently we™* 
have shown that an individual may spread 
the infection during the incubation period 
of acommon cold. It has also been shown’ 
that food handlers suffering from colds may 
contaminate food and in this manner trans- 
mit the‘infection to another person. 

The factor or factors which determine 
whether or not an individual contracts a cold 
following a definite exposure are unknown. 
Gafafer and Doull®® have pointed out in a 
very careful study that stability of resistance 
or susceptibility to colds is not a character- 
istic of mankind. Their continuous obser- 
vation made upon a group of 111 volunteers 
over a period of three years show that in- 
dividuals tend to have the same number of 
colds for two successive years but that 
otherwise colds seem to be distributed by 
chance and that “the trend, in general, of 
the average number of colds reported by 
those suffering few or many colds when 
projected into the future or back into the 
past is towards the average or mean re- 
ported by the entire population. 

As far as it is known” there is no racial 
susceptibility to colds and there is no evi- 
dence that a catarrhal diathesis exists. While 
it is widely believed that upper respiratory 
tract infection is more frequent and severe 
in individuals possessing abnormalities of 
the upper respiratory tract, Doull and his 
associates” found in a study of groups com- 
prised of 462 and 601 individuals (one- 
quarter of which were children) that 
“Taken as a group, individuals exhibiting 
one or more abnormalities were found not 
to suffer a greater frequency of attack than 
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normals. . . . With regard to the relative 
severity of the attack in normals and ab- 
normals, respectively, it was found that... 
attacks among the abnormals were of ap- 
proximately the same severity as those 
among normals. . Among children, the 
average duration of attack was longer for 
those with each class of defect than for 
those who were recorded as normal.” Gafa- 
fer’® has further shown that in so far as 
adults are concerned individuals without 
tonsils and adenoids have the same fre- 


quency, severity and type of upper respira-’ 


tory tract infection as those with tonsils and 
adenoids. 

The mean attack rate for colds as deter- 
mined from a two years study in Balti- 
more*’ is three colds per person per year. 
The highest attack rate existed in children 
between the ages of one and four years. 
From this period the attack rate declined 
until the age of nineteen years was reached. 
Following this age group a rise in the at- 
tack rate occurred until a secondary peak 
was reached in the twenty-five to thirty-five 
year age group. Then a general decline in 
the attack rate was found throughout the re- 
maining decades of life. No marked differ- 
ence was found in the attack rate between 
males and females. A seasonal picture of 
high incidence in the fall and winter months 
with minimum rates in June and July was 
found to exist. From early autumn and 
through the winter the attack rate while 
generally above the yearly mean was found 
to be highly v rariable, thus indicating that a 
series of epidemics occurred which were ir- 
regular in spacing and magnitude. 

It is known that the common cold exists 
throughout the civilized world. Remote, 
isolated communities are, however, quite 
free from this type of disease. Gafafer’® 
has recently reprinted the following para- 
graph from Rev. Kenneth MacCaulay’s 
eighteenth century “History of Saint 
Kilda”: “Another very remarkable disease 
that attacks this place occasionally is a 
severe cold, sometimes attended with spit- 
ting of bloody viscous matter, every time 
the Harris people come among them or 
strangers from other quarters.” Saint 
Kilda is a small, isolated island well off the 
western coast of Scotland, which is sparsely 
populated and rarely visited. It is of great- 
est interest to find this early observation 
upon the relation of contact with the outside 
world to the development of upper respira- 
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tory tract infection in isolated communities. 

It has also long been recognized that in 
groups of isolated individuals such as Arctic 
explorers, common colds tend to disappear 
after contact with civilization has been 
severed. Nansen has described how he and 
his men never developed “colds” although 
their clothes, saturated with perspiration, 
froze into a solid mass of ice during the 
day, and at night gradually thawed, thus 
chilling the explorers to the bone. All 
members of this expedition were without 
upper respiratory tract infection in the 
Arctic regions but all caught “colds” when 
they reached Norw ay. Shackleton record- 
ed similar experiences in regard to “colds” 
in the Antarctic, with the exception that his 
men developed colds upon opening bales of 
clothes packed in London. 

Under ordinary conditions Eskimos are 
not subject to upper respiratory tract infec- 
tions although they are exposed to the rigors 
of an Arctic existence. However, in 1928, 
Heinbecker and Jones” observed during a 
trip up the west coast of Greenland that the 
communities of Arctic Eskimos with which 
their ship came in contact, all developed up- 
per respiratory tract infections within 48 to 
72 hours after the contact had been effected. 
They also noted that the basal, rhinopharyn- 
geal bacterial flora in these isolated Ekimos 
was, to all intents, identical with that found 
in crowded civilized communities. 

Recently Smillie and his associates® ** ** °* 
have conducted extensive etiological and ep- 
idemiological studies upon upper respiratory 
tract infection in such widely separated and 
isolated communities as Andalusia, Ala- 
bama, St. Johns in the Virgin Islands, 
Northwest River, Labrador and upon the 
island of Spitzbergen off the North Coast of 
Norway. Their observations are of great 
interest in that they found very little varia- 
tion in the normal bacterial flora of the 
throat in these widely separated places. 
They noted that in Alabama, epidemics of 
colds were associated with a rise in the 
pneumococci, while in Labrador influenza 
bacilli became prominent during an epidemic 
of respiratory tract infection. In St. Johns 
and in Spitzbergen no particular organisms 
became predominant during waves of colds. 
In St. Johns, the colds were mild and in 
Alabama and in Labrador fairly severe. In 
Spitzbergen upper respiratory tract infec- 
tion tended to disappear after the island be- 
came ice-locked and contact with the outside 
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world ceased. In the spring, however, when 
the ice went out and the first ship arrived, 
a veritable explosion of upper respiratory 
tract infection occurred in the resident popu- 
lation and within a month seventy-five per 
cent of the people suffered from colds. Al- 
though many of the colds were severe, no 
changes in the bacterial flora in the throats 
of the affected individuals could be demon- 
strated. 


PATHOLOGY 


There are very few observations concern- 
ing the histopathology of colds. In 1885 
MacKenzie*’ first described the histological 
appearance of the nasal mucous membranes 
during acute coryza. He found an intense 
engorgement of the cavernous tissue which 
was especially well marked over the lower 
halves of the middle and posterior portions 
of the inferior turbinates with rupture of 
the vessels. Along the inner walls of the 
dilated spaces were congregations of lymph- 
oid cells and in some of them collections of 
fibrinous exudate. A moderate cellular in- 
filtration was present below the basement 
* membrane. 

Forty-five years after this report, Hild- 
ing” published his observations upon the 
histopathology of the nasal mucous mem- 
branes in “colds.” He found that “the 
pathologic process is that of a mucous mem- 
brane inflammation showing rather marked 
tissue changes, including the loss of many 
of the surface cells and a proliferative reac- 
tion in the submucosa. The epithelium is 
regenerated and repaired by the growth and 
multiplication of the stellate cells normally 
found deep in the epithelium.” 

While studying the nasal secretions, Hild- 
ing noted that the cellular content changed 
rapidly. Early in colds the secretion was 
watery and contained few cells. Ciliated 
epithelial cells appeared during the first 
twenty-four hours and became more numer- 
ous by the second day. The deeper epithe- 
lial cells, polyblasts and polymorphonuclear 
cells appeared in the secretions on the sec- 
ond day and rapidly became numerous. 
Within a few days the polymorphonuclears 
made up most of the cellular content of the 
secretions. 

Hilding did not believe that the cellular 
content of the secretions or the pathological 
picture in the nasal mucous membranes was 
related to anv one causal agent in colds, but 
interpreted the observed changes as a re- 
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sponse to any one of or a combination of 
etiological factors. 

Recently we* have reported upon the 
changes observed in the cellular constituents 
of the nasal secretions in the various stages 
of colds. Two main types of cellular re- 
sponse were found. In the first type the 
monocytes and epithelial cells predominated 
during the early stages of the cold, and in 
the second type polymorphonuclear neutro- 
philic leukocytes. Gradations between these 
two types commonly occurred. In the later 
stages of colds the polymorphonuclear neu- 


trophilic leukocytes were predominant. 
Further studies upon the nasal secretions 
have demonstrated that these cellular 


changes occur without reference to the pres- 
ence or absence of bacteria in the nasal se- 
cretions. These observations have led us to 
believe that it may be possible in uncompli- 
cated colds to have the entire symptoma- 
tology generated by the virus infection with- 
out participation of the so-called secondary 
invaders, 


CLINICAL SIGNS AND SYMPTOMS 


Colds are protean in nature and in the 
course of an epidemic of upper respiratory 
tract infection many variations from the 
prevailing type of disease are encountered. 
However, the studies of Doull and his asso- 
ciates,"* and those of Van Volkenburgh and 
Frost,°” upon more than 2,000 cases of colds 
occurring in Baltimore during 1929-30, 
have made it possible to ascertain the fre- 
quency of certain signs and symptoms and 
to outline the general clinical course of up- 
per respiratory tract infections. 

The incubation period of a cold is from 
one to three days and the onset is more fre- 
quently sudden than gradual. Aching either 
localized or general occurs in about one- 
quarter of affected individuals. The throat 
is generally sore (although frequently little 
can be seen objectively) and headache is 
common. Nasal discharge occurs in nine 
out of ten individuals ill with upper respira- 
tory tract infection and about three-fourths 
of the patients develop a cough during the 
course of their infection. One-fourth of 
the affected persons take to their beds at 
some period of their colds. Fever occurs 
in one-quarter of the cases. In general, the 
leukocyte count is normal although a leu- 
kocytosis or a leukopenia may occur. Labial 
herpes (cold sores) occur in but 1 per cent 
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of the cases. The mean duration of a cold 
is about fifteen days and from 10 per cent 
to 12 per cent of the attacks are accompa- 
nied by one or more complications. There 
is little evidence than an immunity is estab- 
lished after a cold. 


TREATMENT 


There is no specific remedy for the treat- 
ment of colds. Our observations have led 
us to believe that the only rational treatment 
for this malady is for the infected individual 
to be put to bed at the onset of the infec- 
tion and to remain there for two or three 
days. Diet has little effect in the treatment 
of colds but it is wise to force fluids mod- 
erately. A mild laxative is of value if con- 
stipation exists and it is a good plan to treat 
the distressing features of the disease symp- 
tomatically. If such a regime is followed, 
many infections will be aborted, many com- 
plications averted and many contact infec- 
tions avoided. 

Colds are, however, generally regarded as 
necessary evils and one cannot prevail upon 
patients to follow the above regime, so 
therefore one must attempt other methods 
of therapy. Recently Diehl® has reported 
that from 74 per cent to 78 per cent of his 
patients believed that they had been greatly 
benefited by the administration of papaver- 
ine and codeine or dilaudid and papaverine 
during their colds. We have had no ex- 
perience with this type of treatment but 
Diehl suggests “that it may be possible with 
codeine and papaverine to reduce very mate- 
rially the time lost as a result of colds.” 


PROPHYLAXIS 


The multiplicity of the measures designed 
to prevent colds attests to their lack of re- 
liability. At the present time “hardening” 
exercises, vitamin feeding, ultra-violet light 
therapy, and bacterial vaccines, occupy the 
first rank of popularity as prophylactic 
measures designed to protect one against 
colds. 

Hardening exercises are thought by many 
to increase one’s resistance to colds. When, 
however, the relation of the hardness of in- 
dividuals is correlated with their resistance 
to upper respiratory tract infection it is 
found that the degree of hardness or soft- 
ness of an individual has nothing to do with 
susceptibility to colds.”° 

The extension of our knowledge concern- 
ing the vitamins, especially vitamin “A” and 
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vitamin “D”’ gave rise to the hope that in 
these accessory food factors a sovereign 
remedy would be found for the prevention 
of colds. Carefully controlled observations 
upon the use of these agents are, however, 
disappointing and in a recent report, Clau- 
sen* has suggested that too much vitamin 
“A” may predispose a child to respiratory 
tract infection. The very careful clinical 
studies of Colebrook® in England and of 
Doull and his associates’® in this country 
have quite definitely demonstrated that 
irradiation with ultra-violet light does not 
reduce the incidence of upper respiratory 


tract infections, nor does it decrease the © 


duration or severity of such diseases. The 
failure of vitamin therapy as a prophylactic 
measure in colds can be understood if one 
bears in mind that in general our national 
dietary is not lacking in these essential sub- 
stances. 

The introduction of bacterial vaccines as 
prophylactic agents in the prevention of 
cold was greeted with widespread enthu- 
siasm. Early reports seemed to show that 
the incidence, severity and duration of upper 
respiratory tract infection were materially 
lessened in inoculated subjects. During the 
past fifteen years, however, carefully con- 
trolled studies” °’ have demonstrated that 
there is but little basis for the claims of the 
enthusiastic exponents of bacterial vaccines. 
The reason for the failure of bacterial vac- 
cines in the prophylaxis of colds can be ex- 
plained upon the basis that the ordinary bac- 
teria of the rhinopharynx have nothing to do 
with the initiation of the primary upper re- 
spiratory tract infection known as the com- 
mon cold. That these vaccines have little ef- 
fect in reducing the severity or duration of 
the infection can be understood if it is re- 
membered that in man there is little evidence 
of pathogenic activity by the so-called sec- 
ondary invaders in uncomplicated common 
colds. 

In concluding we may say that at the 
present time the only prophylaxis against 
colds is the avoidance of contact with in- 
fected individuals. There is no other 
method. 
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by excretion—anuria, diuresis, and their 


edema and dehydration—are to any great degree dependent upon ability of the kidneys 
to excrete water, but parallel much more closely the state of the protoplasm, represented 
by cellular activity, electrolyte distribution, metabolic disturbances, and activities of vari- 
ous glands of internal secretion. 


especially of Bright’s Disease, and to sub- 
mit for your consideration the point of 
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It is generally evident that neither the external phase of water balance, represented 
variations—nor the internal phase—chiefly 


In particular I propose to deal with the tissue element in conditions such as edema, 








view which, 


as the essence of extra-renal 


theories, directs attention to the activities 
and functions of a single cell as a represen- 
tative of the tissue phase. 


We have largely abandoned the gross 


pathologic viewpoint, which for generations 
overshadowed other methods of investiga- 
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tion. Consider how many of us acquired a 
thorough understanding of pneumonia 
through discussion of gray and red hepatiza- 
tion, or of nephritis as represented by small 
red or large white kidneys, in contrast to the 
present immunological and functional trends. 
Progress in medical sciences is now to be 
achieved by greater understanding of path- 
ological physiology, with the application of 
physical chemistry and by investigation and 
understanding of the behavior of a single 
cell. For example, if one asks concerning 
the mechanism of infectious disease and the 
damage to various organs—such as follows 
diphtheria or streptococcus infection—it is 
quite simple to reply that the offending or- 
ganism elaborates a soluble toxin whick is 
carried in the circulation to the central nerv- 
ous system, or liver, or kidneys, and there, 
in intimate contact with the cells, is able to 
exert its toxic action and produce the dam- 
age. However, the question is far from 
being answered. What does the toxin do to 
a cell? How does it cause this injurv? 
What functions of the cell are thus de- 
stroyed? Since we do not know, as vet, 
much regarding such individual functions 
and are rarely able to measure them quan- 
titatively, the difficulty in estimating varia- 
tions from normal can be readily under- 
stood. We must rely upon results obtained 
from large aggregates of cells, from which 
we may individualize to a limited extent. 
Edema is thus not a result of failure or 
inability of kidneys to excrete water, but 
is primarily an increased tissue or cellular 
avidity for water with. at times, a contribut- 
ing element in inability of the blood and 
vessels to retain fluid, and rapid and extreme 
fluctuations in water balance represent. not 
improvement or aggravation of renal func- 
tion, but changes in the colloidal state of 
the cells, reflected in changing tissue thirst. 
It is true that in extensive edema only a 
small portion of the fluid is within the cells. 
The largest part, the intercellular tissue 
fluid, has accumulated in the spaces in os- 
motic equilibrium with the cellular fluid and, 
therefore, while not strictlv a cellular edema, 
is dependent upon changes in cell chemistry. 
From a clinical and etiological standpoint. 
the major causes of the constitutional 
changes producing edema are: 
1. Infectton—The final mechanism, as 
previously indicated, is obscure, but it is 
probable that interference with the oxida- 
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tion within the celi, by the toxins depressing 
or destroying certain catalytic substances or 
oxydases, is the basis for this effect. In the 
edemas of acute Bright’s Disease, whether 
foliowing specific infections such as scarlet 
fever, or the more general type, as in in- 
fluenza or colds, or as persisting foci, the 
principal search and greatest promise of re- 
lief come in ascertaining and overcoming the 
source of infection. 

2. Lack of oxidation due to mechanical 
causes.—Primarily this is seen in obstruc- 
tion of venous flow “ue to right heart fail- 
ure ; that is, congestive heart disease. Again 
it is important to emphasize that edema in 
venous stasis is due to the oxidative failure 
and not to the increased venous pressure, 
as in a standpipe. Edema from localized 
mechanical obstruction, such as injury to 
vessels, obstruction to return flow from 
scars, external pressure, and from the stasis 
of varicose veins, is in its mechanism no 
different from the more general type. Fur- 
thermore, the allergic reactions such as urti- 
caria follow irritation of the blood vessels, 
resulting in vascular spasm and inadequate 
nutritional and oxygen supply. It is evident 
that anoxemia is not the sole result of either 
circulatory stasis or of ischemia. While the 
supplying of oxygen to the cells is impor- 
tant, it is second only to supplying nourish- 
ment and to deportation of CO, and accu- 
mulated products of metabolism, and to a 
great degree the edema is caused by the total 
of all these factors. 

Also to a degree the clinical syndrome 
of nephrosis, if it is a pure type, or the 
nephrotic type of Bright’s Disease, falls 
within this classification, for in many in- 
stances the administration of glucose and in- 
sulin i8 sufficient to markedly influence this 
condition. 

3. Lack of oxidation due to metabolic 
deficiencies.—In this instance, myxedema is 
the outstanding example and the type of 
edema is of no great importance in this dis- 
cussion. However, it is of significance when 
the metabolic depression of hypothyroidism 
is superimposed upon one of the other causes 
of edema, such as the nephrotic type, and 
may be an unrecognized source of persistent 
edema in such cases. 

4. Electrolytic or mineral balance.— 
While in many respects the most complex, 
the factor of mineral balance is probably the 
most easily and successfully manipulated, 
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but largely on an empirical basis. Funda- 
mentally two groups of basic cations—cal- 
cium and potassium as opposed to sodium— 
are directly antagonistic regarding edema, 
or tissue thirst. Sodium, not chloride, is 
preéminently the salt causing edema, while 
calcium and, to a lesser degree, potassium 
exert their influence by dehydrating tissues. 
When present in proportions encountered in 
normal protoplasm, there is a wide margin 
of water balance, so that water and water- 
soluble substances may move freely in 
either direction with respect to cell mem- 
branes and to tissue and blood. With an ex- 
cess of sodium over this proportion, the cell 
becomes hydrophilic, increasing its water 
content at the expense of other sources— 
both free water of the blood, and fluid from 
tissue spaces. Later, with this water valence 
satisfied, the fluid in the tissue spaces in- 
creases at the expense of blood water until 
the cell-tissue space equilibrium is estab- 
lished. Meanwhile there is decreased urinary 
output due simply to the diminished free 
water available in the blood. Conversely, ex- 
cess of calcium decreases water content of 
‘cell, reflected in lessened intercellular water 
with consequent increased blood water and 
diuresis, all this independent of renal 
changes. 

It is also true that chloride balance paral- 
lels water balance and this fact has fur- 
nished a ground for much discussion. For 
nearly twenty years blood chlorides have been 
diligently determined and arguments re- 
garding chloride retention are still heard in 
many fields. The estimation of chloride is 
extremely simple; that of sodium extraor- 
dinarily arduous and unreliable. My feel- 
ing in the matter is that to a large degree 
we have been determining sodium effects by 
chloride determinations. Since the two are 
practically inseparable, the results are em- 
pirically justified, but are not correct. For 
the opposition, however, it must be admitted 
that potassium, which in cases of long stand- 
ing congestive heart disease is very effective 
in reducing edema when administered as the 
chloride, appears to be even more so when 
given as the acetate or citrate, eliminating 
altogether the chloride. 

These factors can frequently be utilized 
to advantage clinically. In cases of renal in- 
sufficiency, particularly without edema and 
with increased concentration of metabolites 
in the tissues, as reflected by blood chemis- 
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try, a washing out process may be accom- 
plished by administration of sodium chloride 
and Ringer’s solution by mouth and intra- 
venously until massive generalized edema re- 
sults, after which a salt-free diet, together 
with glucose (either subcutaneously or intra- 
venously) and ammonium nitrate to the 
point of definite acidosis will result in a 
surprising degree of diuresis, in addition 
to which enormous ascites appear, which 
fluid, with a concentration of metabolites ap- 
proximately that of the blood, may be with- 
drawn, thus accomplishing to some extent 
the work which the kidneys are incapable of 
performing. This process may be repeated 
indefinitely and in some cases seems to have 
prolonged for many months the life in ex- 
treme renal insufficiency. 

5. Endocrine.—Less well understood, but 
of increasing interest, are the influences on 
water balance of certain endocrine glands, 
notably the pituitary. The anti-diuretic ef- 
fect of posterior pituitary, as exhibited in 
diabetes insipidus, is well known, and re- 
cently I have reported a group of interest- 
ing but obscure cases of menstrual edema, 
in which subjects regularly developed gen- 
eralized, massive edema, with gain in weight 
up to fourteen pounds for the two or three 
days of the menstrual period, and respond- 
ing in a most surprising manner to the ad- 
ministration, not of anterior pituitary ex- 
tract, but of the so-called anterior pituitary- 
like substance, or prolan, obtained from 
urine of pregnant women, and now supposed 
to be a product of placental or syncytial 
tissue. 

6. Serum proteins.—Reduction of serum 
protein, especially albumin, to certain criti- 
cal levels has been presumed by some to be 
a primary cause of edema. It is true that 
experimentally, by plasmapheresis, edema 
appears in dogs when these levels are 
reached, but clinically such wide fluctuations 
in water balance occur without appreciable 
variation in serum protein that this theory 
must be relegated to a minor position, since 
the osmotic pressure exerted by the protein 
has been shown to be almost negligible. Re- 
cently a case of nephrosis, in as pure form 
as can be seen, after being two months in 
Cook County Hospital on a supposedly salt- 
free diet, was transferred to a research bed 
at Presbyterian Hospital. In spite of a total 
serum protein of 0.37 gm. per 100 c.c., about 
one-twentieth of normal, and the lowest to 
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come within my observation, he lost fifty 
pounds in fifteen days, without medication 
of any sort, on a diet that was absolutely 
salt-free. During this fifteen day period 
there was no change in his serum protein. 
This and other less striking instances con- 
vince me that the level of blood proteins is 
not of primary importance in the produc- 
tion of edema. 

The edemas of starvation and nutritional 
deficiency have been placed in this class of 
protein deficiency, but critical analysis usual- 
ly shows a generalized tissue or metabolic 
disturbance, frequently simulating hypothy- 
roidism, and the high protein diet found to 
be so effective acts in all probability more 
through its specific dynamic action than by 
its effect in increasing serum protein. 

7. Extremes of temperature.-—While ex- 
cessive heat is generally recognized as a 
cause of edema, not only in precipitating 
acute attacks in nephritis, but in the well 
known swelling of feet in hot weather, chill- 
ing is a much more important factor, and, 
almost without exception, this has been 
found to precede either original appearance 
or recurrences in the cases of nephrosis 
which our group has investigated. 

Edema as such is in most cases a distinct 
asset to the individual, and it becomes neces- 
sary to distinguish between the unfavorable, 
morbid process of which it is a reflection, 
and the fact that the edema is diluting the 
toxins within the tissues, holding them to 
some extent in solution and protecting the 
cells from a greater degree of damage. 
Edema as such should not be reduced any 
more than fever should, both being protec- 
tive, and accessories to the process of re- 
covery. Especially significant is the word 
of Dr. Aldrich on the nephritic service of 
the Children’s Memorial Hospital, Chicago. 
After years of observation in cases of acute 
tubular nephritis with edema, having a dis- 
tressingly high mortality on the conventional 
treatment requiring restriction of fluids, he 
began to push fluids in all such cases, with 
the result that, in the last three years, there 
have been no deaths from this cause alone. 
Similarly in adults, aggravation of toxic 
symptoms will follow restriction of fluids 
in all but a few cases, and, where the in- 
fectious or toxic source persists, fluids 
should be administered in large quantities 
and by all routes necessary to insure the 
tissue demand being satisfied. 

The contra-indications to the generous use 
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of water in edema are cardiac decompensa- 
tion, cerebral edema (since the increased in- 
tracranial pressure more than outweighs the 
toxin diluting factor), and the appearance 
of ascites, or polyserous effusion. In this 
latter situation the use of McClure and Al- 
drich’s skin absorption test is of tremendous 
value. Frequently, as edema begins to sub- 
side there is a massive accumulation of fluid 
in the peritoneal pleural, and pericardial cavi- 
ties, even before diminution of the general 
edema can be ascertained, and it becomes 
necessary to know whether fluids should be 
continued or decreased. Any lengthening of 
the skin absorption time indicates that the 
tissue thirst has been satisfied; that the tis- 
sues are releasing water; and that further 
fluid will find its way, not into the tissue 
cells, but to the serous cavities, whereas if 
the absorption time remains short, indicat- 
ing tissue thirst, fluid for the purpose of 
diluting toxins and promoting excretion may 
still be given with the knowledge that no 
disproportionate amount will reach the se- 
rous cavities. 

When it becomes necessary or expedient 
to reduce edema, various methods are avail- 
able. Naturally, improvement of cardiac 
edema depends on restoration of integrity 
of the heart muscle with rest, digitalis, ete. 
In addition, the purine diuretics, such as the- 
obromine, theocine, and theocalcine, are of 
particular value, not only in promoting 
elimination, but in their role of coronary 
dilators increase the efficiency of the myo- 
cardium. Limitation of sodium chloride, 
substitution of potassium chloride for table 
salt, and large dosage of calcium, with 
viosterol or its equivalent to promote utiliza- 
tion—all are indicated. In cerebral edema, 
magnesium sulphate intravenously, as well 
as glucose in concentrated solution, are our 
two most effective procedures, other than 
spinal tapping. 

Extremely effective, particularly in con- 
gestive heart disease, much less so in edemas 
of nephritis, are the mercurial diuretics in 
conjunction with ammonium salts. With 
preliminary administration of ammonium 


‘nitrate or ammonium chloride—6-10 grams 


daily for three days—followed by the intra- 
venous administration of salyrgen, these old 
chronic edemas of cardiac failure may be 
kept fairly comfortable and water-free for 
long periods. Despite the pathologists, who 
say they can identify. the kidney of any per- 
son who has had one injection of salyrgen. 
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we proceed to give this diuretic once or twice 
weekly for as long as three years without 
demonstrable impairment of renal function. 
One more remedy deserves consideration— 
formerly popular, at present practically 
ignored. Squills, in its various forms, will 
at times prove to be the miracle so ardently 
sought, both in cardiac and renal cases, when 
all other expedients have failed. 

The subject of water balance cannot be 
left without brief mention of the antithesis 
of edema, dehydration. Seen almost exclu- 
sively either as a disease of infants or as 
a corollary to alkalosis, it has been over- 
looked and ignored as an entity. It is in fact 
as much a tissue phenomenon as edema, due 
to alterations which make tissues hydro- 
phobic rather than hydrophilic. In infants 
the predisposing cause is usually infection. 
Diarrhea is not primary, but is due to the 
absorption into the irritated bowel of fluid 
released from tissues. It is fundamentally 
important to realize that this extremely criti- 
cal condition is not due to depletion of tis- 
sues by diarrhea but that the diarrhea is 
nothing less than an avenue of exit of fluid 


‘no longer held by the cells, and close ob- 


servers will note that diuresis precedes or ac- 
companies alkalosis, due either to loss of 
hydrochloric acid from prolonged vomiting, 
or excessive use of certain alkalis, partic- 
ularly in the treatment of gastric or duo- 
denal ulcer. At autopsy the tissues, espe- 
cially muscle. resemble a piece of smoked 
meat, dry and stringy. In recent years ulcer 
powders. of sodium bicarbonate, oxide of 
magnesia, and bismuth, have been largely 
replaced by calcium preparations, and it is 
in these cases that we meet, not alkalosis, but 
dehydration, as the result of the previously 
mentioned action of calcium in decreasing 
cellular water content. In such cases, we 
may see extreme manifestations of dehvdra- 
tion with alkalosis, as determined by blood 
CO, of only moderate degree, whereas alka- 
losis alone of high grade may be encountered 
without the severe, uremic-like dehydration. 

One night recently I saw a patient who 
had wakened to find himself totally blind. 
By the time I reached his home he was in 
coma, and in the ambulance going to the 
hospital he had three convulsions. He was 
of middle age, without any basis for such a 
condition. On questioning, his wife told the 
following facts. For a week she had feared 
he was losing his eyesight because of his 
driving. Usually a careful driver, he had 
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been grazing other cars, striking curbs, and 
cursing other drivers for their incompetence. 
The previous night, driving three miles to 
their home, he had stopped five times to 
urinate; had arisen numerous times during 
the night for the same purpose; and had 
finally called to her for help, unable to see 
a bright light directly before him. Four 
weeks previously he had compared symp- 
toms with a neighbor who was under treat- 
ment for ulcer; invested in a large quantity 
of tri-basic calcium phosphate and calcium 
carbonate which he had mixed; and took a 
heaping teaspoonful six or eight times daily. 
Blood chemistry revealed CO, of 86 per 
cent and chlorides of 310 mg. per 100 c.c. 
Hydrochloric acid by stomach tube and 
sodium chloride intravenously were begun 
and skin absorption time taken. After three 
hours the intradermal wheal was still palpa- 
ble and salt solution given subcutaneously 
was not absorbed after six hours. Retinal 
examination revealed normal eye grounds. 
Not before twelve hours did the degree of 
coma diminish, during which time he had 
several more convulsions. Forty-eight hours 
later he could read the largest headlines of 
the newspaper; skin absorption time had 
been reduced to ninety minutes; and sub- 
cutaneous salt solution was slowly absorbed. 
After ten days vision was practically normal 
and recovery was eventually complete. This 
condition was not so much alkalosis as a 
true dehydration; not a deprivation of fluid 
but a true inability of tissues to take or hold 
water—the exact reverse of edema. The 
treatment was directed partially toward 
overcoming the moderate degree of alkalosis, 
but in particular to those methods that would 
produce edema—that is, tissue thirst, with- 
out which no fluid would be retained. Thus 
dehydration, in its true sense, is a rather 
unusual but definite condition, the exact op- 
posite of edema, and is due to chemical con- 
ditions which render the cells incapable of 
retaining fluids. It has occurred to us that 
one method of attacking edema, especially of 
the cardiac and nephrotic type, would be to 
induce dehydration of this type. Results in 
the few cases available have been unsatis- 
factory because of inability to push the pro- 
cedure to the point of obtaining a true de- 
hydration, due principally to the failure of 
the patients to codperate. However, if the 
theories supporting the conception are valid, 
it should prove to be of some value. 
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MANAGEMENT OF OCCIPUT POSTERIOR* 


W. C. DANFORTH, M.D., F.A.C.S.7 
EVANSTON, ILLINOIS 


Occiput posterior is one of the common bugbears of obstetric practice. Much has been 
written about it and it is sometimes looked upon as a condition always requiring 
operative interference. It is with the purpose of dispelling this conception and at the 


same time suggesting a useful and relatively 


non-traumatic method of converting to an- 


terior position those cases in which spontaneous anterior rotation does not occur that 


this report is presented. 

Three years ago I described a method of 
the occiput fails spontaneously to undergo 
anterior rotation. This has been of great 
service to my associates and myself and I 
wish at this time to present a further con- 
sideration of this procedure based upon a 
larger number of cases. Many of the recent 
publications upon the management of occi- 
put posterior positions advocate a rather ac- 
tive form of treatment, intervention being 
carried out at stage of labor which is too 
early to permit spontaneous anterior rota- 
tion to occur. In this study about 70 per 
cent of posterior positions spontaneously be- 
came anterior. It is possible that this num- 
ber would be slightly increased were all 
cases left alone a still longer time. 

The dread with which posterior positions 
are regarded by many physicians is prob- 
ably based upon the fact that, in the hands 
of many practitioners of deficient obstetric 
training, only those cases are recognized as 
posterior which fail to rotate and never re- 
quire operative treatment. Those which ro- 
tate spontaneously, nearly three quarters of 
the entire number, escape recognition. As it 
is the smaller number which do not rotate 
anteriorly which cause trouble, the condition 
is regarded with a greater dread than it ac- 
tually merits. 

In the management of these the total of 
maternal and fetal injury still remains far 
too great and the loss of infant life as a re- 
sult of various forms of operative delivery 
is still far larger than it should be. A large 
amount of morbidity follows the traumatic 
deliveries to which these women are some- 
times subjected. Much, if not most, of this 
may be avoided. 

For the purpose of this study I have dis- 
carded all cases upon the ward service and 


*Presented before the section on Obstetrics and Gynecology 
at the 114th annual meeting of the Michigan State Medical 
Society held at Battle Creek, September 12 and 13, 1934. 

+Associate Professor of Obstetrics and Gynecology, North- 
western University Medical School. Chief of the Department 
of Obstetrics and Gynecology, Evanston Hospital. 


manual rotation for use in cases in which 








have not considered the private work of my 
associates and have taken only private cases 
delivered by myself in the past nine years. 
These number 1,565. In 443 of these a pos- 
terior position was present, or 27.1 per cent. 
This is a larger incidence than appears in 
many reports. This, I believe, may be ex- 
plained by the fact that, as all the cases 
were private, the diagnosis of posterior po- 
sition was made early in labor. In many 
services, in which observations are made and 
recorded by internes, the cases in which an- 
terior rotation occurs spontaneously are re- 
corded as anterior positions and the primary 
posterior position escapes recognition. 











TABLE I 
Total numbert.............. 1,565 
Posterior position 443 — (27.1%) 
—_ 386 
. & FF. 57 





During the first stage of labor no inter- 
ference should be attempted unless some un- 
usual condition demands. Dilatation should 
be allowed to proceed normally and should 
be accomplished by the forces of nature. It 
is a clinical fact that labor in the presence 
of a posterior position tends to proceed 
more slowly and the obstetrician should not 
allow the woman to become exhausted phys- 
ically or nervously. The management of la- 
bor in occipito-posterior positions begins in 
the first stage. Pain must be relieved during 
the first stage by some effective method. 
The woman should be brought into the sec- 
ond stage with her physical and nervous 
forces as nearly intact as possible. If possi- 
ble the membranes should be preserved in- 
tact until the first stage is complete or nearly 
so. Only rarely will completion of dilatation 
manually or by Duhrssens incisions be re- 
quired. These procedures should only be 
used after careful weighing of indications. 

It is probable that in many, if not in 
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most, cases, the head enters the pelvis in the 
transverse position. As descent proceeds, the 
occiput rotates anteriorly or posteriorly, 
most frequently the former. The most de- 
pendent portion of the presenting part tends 
to rotate anteriorly. Flexion is often defi- 
cient in posterior positions and this may ex- 
plain the tendency of the occiput in these 
cases to turn toward the back. 

Certain variations in the pelvis may in- 
crease the likelihood of a posterior position. 
These have been discussed by Thoms and 
by Caldwell and Molloy. Melhado suggests 
that possibly some alteration in the uterus 
itself may play a part and refers to its de- 
velopment from the bilateral Mullerian 
tracts, of which one may have developed less 
well than the other. It is not desired to dis- 
cuss the mechanism extensively. 

At the beginning of the second stage of 
labor the obstetrician must observe the fur- 
ther progress of, labor carefully. It is de- 
sired that, if possible, the descent and ante- 
rior rotation of the head shall proceed nor- 
mally and spontaneously. The labor must 
not be permitted to proceed, however, so 
long a time that a contraction ring develops. 
The second stage should never be allowed to 
go on longer than three hours, and, in my 
own work, I rarely wait more than two 
hours. In our experience contraction rings 
have developed in less than two hours but 
this is unusual. If labor is permitted to con- 
tinue much over two and a half hours the 
danger of the development of a contraction 
ring becomes notably greater. 

It should be emphasized, and the figures 
shown in this report will show, that opera- 
tive procedures of any sort for the correc- 
tion of posterior positions are needed in only 
a minority of cases. 

If descent and anterior rotation occur, 
either spontaneous delivery or a simple out- 
let forceps terminates the labor. This oc- 
curred in 300 cases or 69.03 per cent. It is 
with the remainder that I am concerned in 
this report. 

There have been a number of ways of 
dealing with posterior positions which have 
achieved popularity. All forms of operative 
intervention must await the completion of 
dilatation. 

The second stage proceeds, in many cases, 
more slowly than when the occiput is ante- 
rior. Burger of Budapest points out that, as 
the anterior wall of the pelvis is shorter than 
the posterior, when the presenting part has 


ba 
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traversed a given distance in anterior posi- 
tions it is nearer the pelvic floor than it 
would be after travelling a similar distance 
when occupying one of the posterior quad- 
rants. In the majority of cases this is of 
little moment but in those cases in which 
progress is slow it becomes of importance. 
Should the forces of labor fail before de- 
scent and anterior rotation are accom- 
plished, operative interference must be 
considered. 

Rotation by means of the forceps was de- 
scribed by Smellie in 1790 and rediscovered 
by Scanzoni in the latter half of the nine- 
teenth century. This procedure requires a 
double application of forceps, anterior rota- 
tion and descent of the head being accom- 
plished at the same time. Bill of Cleveland 
has suggested a modification of this proce- 
dure. He makes use of the Tucker-McLane 
solid bladed forceps. These are applied to 
the head when it is still above the mid-plane, 
usually soon after the completion of dilata- 
tion. Rotation is accomplished before down- 
ward traction is begun, if necessary, the 
head being displaced slightly upward into 
the plane of widest diameters. Double ap- 
plication of the forceps is required in this 
procedure as in the Scanzoni operation. The 
operation, after the second application of 
forceps, is completed according to the usual 
rules of forceps technic. On account of the 
level at which the head often is, many oper- 
ators prefer to use an axis traction instru- 
ment. The operation is not one which can 
be recommended for the inexperienced ob- 
stetric surgeon. It frequently produces ex- 
tensive high vaginal tears. These are caused 
by the twisting strain to which the vaginal 
walls and their attachments are subjected. 
In any form of forceps rotation it must be 
remembered that, if the rotation is done 
while holding the handles of the instrument 
in the same plane, the tips of the instrument 
will describe a considerable arc. This in- 
creases materially the danger of vaginal in- 
jury. If the handles of the instrument be 
caused to pass through the arc of a small 
circle while performing the rotation the tip 
of the instrument will remain in the same 
plane, thus decreasing the leverage to which 
the vaginal wall is subjected. Trial with the 
instrument in the hands will illustrate this 
and indicate the size of the arc through 
which the handles should pass. 

In some clinics version is used extensive- 
ly in the management of occiput posterior. 
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This seems a rather radical procedure for 
frequent use. It has a useful though not fre- 
quent place in the management of those 
cases in which spontaneous anterior rotation 
does not occur and in which operative rota- 
tion has failed. Its frequent employment by 
those of small experience in operative ob- 
stetrics cannot be advocated. When manual 
rotation has failed, version is a very useful 
resource. If it is to be done with safety the 
second stage must not be allowed to con- 
tinue until a retraction ring has formed. 
Should this condition be encountered, deep 
anesthesia may cause it to disappear or be- 
come less. The suggestion of Rucker, that 
in such cases five minims of adrenalin be 
given intramuscularly, appears to be of 
value. I have tried it in four cases, in which 
a retraction ring had definitely made its ap- 
pearance and believe that it was of material 
assistance. In cases, also, in which the am- 
niotic fluid has drained away, and in which 
it is necessary to perform version, the sug- 
gestion of Piper, that a weak sterile solution 
of green soap be injected into the uterus to 
replace the absent fluid, should be seriously 
considered. This may easily be introduced 
through a small rectal tube carried in with 
the hand which is to grasp the feet to turn 
the child. Three to five hundred cubic cen- 
timeters may be used. Such experience as I 
have had with this procedure has been satis- 
factory. If the second stage is not allowed 
to continue too long, a retraction ring will 
not often be found. 


TABLE II 

Management 
Spontaneous rotation and delivery.............. 125) 69 03% 
Spontaneous rotation and forceps............ — 
Manual rotation and forceps.................-.-.--- 
EE een eee ere 14 


Failure of manual rotation and forceps.... 11 
Forceps rotation 
Cesarean (for indications 

posterior position) 


other than 





My procedure of election is a form of 
manual rotation which has been so useful 
that I wish again to urge its merits. In most 
methods of manual rotation which have 
been described it is necessary to use either 
the left or the right hand to perform the ro- 
tation, the choice of hands depending upon 
the side upon which the occiput lies. This 
brings with it the necessity in some cases of 
holding the occiput in the anterior position 
by means of tenacula, as, if the hand is re- 
moved, it tends to resume its original posi- 
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tion. Again, in some cases the right blade 
of the forceps must be introduced first. 
This necessitates an awkward readjust- 
ment of the blades before they can ‘be 
locked. By the method which I have used 
it has been possible to perform the rotation 
in all cases with the right hand and to intro- 
duce in all cases the left blade of the forceps 
first, thus obviating the tendency of the 
head to turn to its original position and ren- 
dering it possible always to use the left blade 
first. 

After having completed the rotation with 
the hand, the thumb is withdrawn, leaving 
the fingers of the right hand in contact with 
the lateral aspect of the head. In the more 
frequent R. O. P. this contact of the fingers 
should be against the cheek or jaw of the 
infant. If the rotation has been done from 
a left posterior position it should be against 
the lateral aspect of the occiput. This pre- 
vents the occiput from turning back to its 
original posterior position. 

Rotation should not be attempted before 
dilatation is complete nor should it be done 
until the head is well engaged. I{ interfer- 
ence becomes necessary before engagement 
has occurred some other procedure must be 
chosen. If it is necessary for the head to 
mould before engagement can occur, labor 
must go on until this is brought about. The 
elongation of the head, which is found in 
marked moulding, often causes an inexpe- 
rienced obstetrician to assume that the head 
is lower in the pelvis than it really is. This 
error is particularly likely to occur if a well 
developed caput succedaneum is present, as 
this increases the length of the moulded 
head and consequently its apparent depth in 
the pelvis. If too much time is consumed in 
the process of moulding and engagement it 
may be wiser to adopt some other means of 
delivery. If after two, or at most two and 
a half, hours of active second stage labor, 
rotation has not occurred, or only partial ro- 
tation to a transverse position has taken 
place, or if, as occasionally may happen, the 
occiput has rotated into the hollow of the 
sacrum, active interference is indicated. 

The position of the head should always 
be accurately determined by palpation of the 
posterior ear so that one may begin with 
an accurate knowledge of the position. 

The right hand then grasps the head, 
spreading the fingers as widely as possible 
and pronating or turning the hand as far to 
the left as possible in order that, when the 
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forearm is again supinated or turned to the 
right, the head may be caused to rotate 
through as much of the necessary arc as 
possible. It may be necessary to grasp the 
head a second time if the maneuver is not 
completed with the first grasp. If the thin 
fetal skull gives under the fingers the grasp 
may be shifted. The position should be 
slightly over-corrected so that the occiput at 
the conclusion of the maneuver will lie 
slightly to the left of the midline. This is to 
allow for some tendency to turn back. If 
the head will not rotate easily at the level 
at which it lies at the beginning of the 
maneuver it may be necessary to displace it 
upward. In some cases this has been done 
to the point of complete disengagement. 
This brings with it the risk of prolapse of 
the cord. This occurred in only one case. If 
the cord prolapse occurs it is best to proceed 
to immediate version. 

While the rotation of the head is being 
carried out with the right hand it is of mate- 
rial advantage to push the shoulder of the 
infant toward the maternal midline by pres- 
sure of the left hand exerted through the 


‘right side of the mother’s abdomen. After 


completion of rotation the hand of the oper- 
ator may be replaced by that of an assistant 
or a nurse, who will maintain pressure until 
the forceps have grasped the head and pre- 
vented resumption of the posterior position. 
In an occasional case, if the head is difficult 
to move, the right hand may be passed be- 
yond the head and the shoulder may be 
pushed around. This is only exceptionally 
necessary. 

If the posterior position is a left one the 
same maneuver serves. The movements are 
reversed and the abdominal hand pulls rath- 
er than pushes the shoulder toward the 
midline. 

It should be emphasized that for success- 
ful accomplishment of rotation the uterine 
musculature must be relaxed. This requires 
an ether anesthetic. To accomplish rotation 
when the fetal body and head are firmly 
grasped by the uterine musculature, is often 
impossible, and, in any event, requires a 
very much greater expenditure of force. 

It is remarkable with what ease the head 
in the corrected position will sometimes 
come down. Even when disengagement of 
the head has been necessary re-engagement 
readily takes place. This is easily under- 
stood, as the moulding which has already 
occurred, if a slight disproportion existed, 
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has caused the head to fit the pelvis. It 
should be emphasized again, that, if mould- 
ing is needed, it should take place before 
rotation is attempted. 

If manual rotation fails, or if, after ac- 
complishing it, it is difficult to bring down 
the head with the forceps, version should be 
done. One should not persist in attempting 
to do something which is obviously difficult 
and which will require much expenditure 
of force. 

In 1,565 cases there were 443 posterior 
positions, or 27.1 per cent. Of these, 386 
were right posterior and 57 left posterior. 
Of the posterior positions, 125 rotated and 
delivered spontaneously. In 175 other cases 
anterior rotation and descent occurred and 
delivery was completed by a simple outlet 
forceps. In 69.03 per cent of the total num- 
ber spontaneous anterior rotation and de- 
scent took place, followed either by sponta- 
neous delivery or outlet forceps. This seems 
to be a strong argument in favor of at least 
a degree of conservatism. 

The procedure described above was car- 
ried out successfully in 98 cases, delivery be- 
ing immediately accomplished by forceps. 
In 11 additional cases rotation failed and 
version was performed. In 14 cases version 
was done as a primary procedure, manual 
rotation not being attempted. In a recent 
case in which version was done as a primary 
procedure, as the membranes had ruptured 
early in labor and the fluid had drained 
away, 600 c.c. of weak sterile green soap 
solution was injected into the uterine cavity 
to replace the absent amniotic fluid. In this 
case the version seemed quite definitely to 
be facilitated by the presence of the soap 
solution. In two cases forceps rotation was 
done. In twelve cases, in which the occiput 
lay in one of the posterior quadrants, cesare- 
an section was done. In none of these cases 
was the posterior position the indication for 
abdominal delivery. It was merely an inci- 
dental finding. 


TABLE III 


Morbidity 
One rise to 100.4 








Total number 65 — 14.8% 
Manual rotation 12 
Version ........ 8 





Spontaneous delivery or low forceps.... 34 


The morbidity in this series has been es- 
timated bv a very exacting standard. every 
case in which a temperature of 100.4 ap- 
peared at any time being placed in the mor- 
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bid list. If the standard suggested by the 
American College of Surgeons and the Brit- 
ish Medical Association were followed, the 
number of cases in the morbid list would be 
much smaller. This standard demands that 
a case should be considered as febrile if a 
temperature of 100.4 appears on any two 
consecutive days, excluding the first. By the 
more rigorous standard stated above there 
were 14.8 per cent of cases included, a total 
of 65. In 17 cases manual rotation had been 
done, in 8 cases version, while in 34 delivery 
was spontaneous or by simple outlet forceps. 


TABLE IV 
Mortality 
Maternal .... 0 
i nem TTS 1 
(one premature child) 








No maternal loss of life occurred in this 
series. Only one infant was lost. This was 
a premature seven months infant which was 
delivered spontaneously. This case was in- 
cluded in a previous report made of this 
procedure. No infant deaths occurred in the 
additional cases which appear in this com- 
munication. The great majority of infant 
deaths which occur in operative deliveries 
are the result of intracranial hemorrhage. 
It would appear that this complication is 
well avoided by this method of delivery. As 
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has already been explained, if the soft fetal 
skull is felt to give under the rotating hand 
the grip may be shifted so as to minimize 
cerebral trauma to the greatest degree. For- 
ceps are not applied until the head is in the 
position in which it may be caused to ad- 
vance with the least application of force. 

One noteworthy advantage of this proce- 
dure is the absence of high vaginal tears 
which may accompany forceps rotation. In 
our own work it has been so useful that the 
posterior position at present causes little 
anxiety, as in the great majority of cases of 
failure of rotation, or of partial rotation 
into the transverse position, the situation 
can be successfully dealt with. 

I would emphasize the conditions named 
in my first paper: 

1. The head must be engaged. If mould- 
ing is needed, interference must not be at- 
tempted until it has taken place. 

2. Interference must precede the devel- 
opment of a contraction ring. For this rea- 
son the second stage must not be allowed to 
continue too long. 

3. Relaxation of the uterine musculature 
is essential. Ether anesthesia is needed. 
This is one of the few remaining conditions 
in obstetrics in which ether anesthesia is 
still essential. 
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Neurological surgery has come a long way since the first removal of a spinal cord 
tumor by McEwen in 1888. American surgery may be given the largest part of the 
credit for the advance in this special field of surgery, the exact nature of which requires 


attention to meticulous details in diagnosis and technic. 


The field is fundamentally a sur- 


‘gical one and the danger today, it seems to me, is to assume that if one is a good neuro- 
logical diagnostician, or is skilled in neuropathological technic and diagnosis, he is pre- 


eminently fitted to practice the art of neuro- 
logical surgery without having a surgical 
background, or, what is much more impor- 
tant, a surgical conscience and surgical judg- 
ment. As in every type of surgical therapy, 
it should be the aim of the surgeon to re- 
store his patient to as near the normal phys- 
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iological condition as is humanly possible. 
To do this to the best of one’s ability means 
the employment of surgical principles which 
apply just as forcibly to neurological sur- 
gery as they do to general surgery. With- 
out belaboring the argument further, a 
neurological surgeon should first of all be 
a surgeon and, secondly, a surgeon who has 
been trained in neurological diagnosis, neu- 
rophysiology, neuro-anatomy and _ neuro- 
pathology. Tear away the qualifying word 
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neurological in that statement and you will 
find the basis for the education of a sur- 
geon. 

Late in the last century a young man who 
had just recently finished his surgical resi- 
dency at the Johns Hopkins Hospital asked 
his chief if, after spending some time in 
study abroad, he might return to handle the 
neurosurgical cases which came to that hos- 
pital. Rather grudgingly he was told that he 
would certainly starve to death but if he 
chose there would be no objection. Harvey 
Cushing’s interest in the surgery of the 
nervous system had been stimulated by a 
poor negro patient who had been shot in 
the back and as a result had a paraplegia. 
After removing the bullet from the spinal 
canal, Cushing had the pleasure of watch- 
ing the return of motion and sensation in 
that patient to the point of complete recov- 
ery. He went to Kocher’s laboratory, where 
he finished a physiological experiment upon 
the intracranial pressure. Sir Victor Hors- 
ley was devoting his time to the surgery of 
the nervous system in England and Krause 
of Germany and Hartley of New York had 
described a surgical operation for the re- 
moval of the gasserian ganglion in cases of 
trigeminal neuralgia, but there were no well 
organized clinics in neurological surgery to 
which a young surgeon could go. With 
such a comparatively discouraging start 
Cushing embarked upon the practice of his 
chosen field, but only after a fine training in 
surgery. After going to Boston his clinic 
became the mecca for young men interested 
in this field of surgery and above all others 
he has served as the stimulus and guiding 
genius which has stamped neurological sur- 
gery as pre-eminently American. To him 
alone must go the credit for the group of 
neurological surgeons who are at work in 
this country and abroad. 

It would be impossible to cover the entire 
field of neurological surgery in an exhaus- 
tive manner in a brief communication. Per- 
haps you may be interested in our present 
conceptions of a few of the experimental 
and clinical problems with which my asso- 
ciates and I have been concerned during the 
past few years. 

PERIPHERAL NERVES 

Peripheral nerve surgery received a great 
stimulus from the experimental and clinical 
studies which were made during and fol- 
lowing the Great War. Organized groups 
of investigators carried out experiments 
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upon the histological features of degenera- 
tion and regeneration, and in addition de- 
voted a great deal of their attention to the 
microscopic and clinical results which might 
be obtained by the use of various types of 
nerve transplants. There can be no ques- 
tion that, from both a microscopic and func- 
tional standpoint, an end-to-end suture is the 
ideal method of uniting a divided peripheral 
nerve. However, there are a group of cases 
even in civil life in which so much destruc- 
tion has occurred that the defect in the con- 
tinuity of the nerve cannot be bridged by 
any of the methods in common use to effect 
an end-to-end union. When flexion or ex- 
tension of adjacent joints, transposition of 
the nerve from its normal anatomical course 
to a shorter one fail to make such a union 
possible, a serious problem in surgical pro- 
cedure is presented. Several operations 
have been suggested, such as nerve crossing, 
cable transplants, suture a distance, nerve 
flap, tubulization and nerve transplantation. 
All of these with the exception of nerve 
crossing and, possibly, nerve transplantation 
have been proven to be very definite clinical 
failures. In peripheral nerve surgery, nerve 
crossing is not as feasible as it has proven 
to be under other circumstances because the 
nerve necessary to be sacrificed is usually as 
physiologically important as the one to be 
repaired. 

Although nerve transplantation experi- 
ments upon animals have proven quite suc- 
cessful, the clinical results reported in the 
literature have not been as promising. This 
is due to the fact that the largest number 
of the patients operated upon by transplan- 
tations were observed during and imme- 
diately following the Great War. The con- 
ditions under w hich the operations were per- 
formed were far from ideal; the patients 
have not been followed accurately ; observa- 
tions were made for the most part by men 
not trained in neurological examinations, or 
by individuals who had not examined the 
patient previously and had not witnessed the 
operation. Again, criteria of the success of 
peripheral nerve operations vary greatly be- 
tween various individuals. Recovery of pin 
prick sensation accompanied by a proto- 
pathic response, which occurs very early in 
many cases in the anatomical distribution 
of the injured nerve, has been interpreted 
as clinical evidence of regeneration. Yet, 
Pollock has proven very definitely that such 
is not the case, but that it is evidence only 
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of sensory overlap from the adjacent unin- 
jured nerves. Many case reports of recov- 
ery of motor function following peripheral 
nerve suture or transplantation are in the 
literature which are invalidated because the 
movements recorded are those of supple- 
mentary motility produced by unparalyzed 
muscles. Therefore, it may be said that no 
true picture now exists concerning our 
knowledge of the failure or success of 
nerve transplantation and, perhaps, even of 
end-to-end suture. 

In an effort to add some knowledge to 
this subject of nerve transplantation, experi- 
ments were carried out upon animals. A 
portion of the sciatic nerve was removed, 
varying from two to four inches in length, 
and then resutured into the nerve trunk. In 
some instances the transplant was reversed 
and in other animals a transplant was ob- 
tained from the sciatic nerve of another 
animal of the same species. We found that 
whereas nerve fibers passed through the 
proximal suture line very readily and could 
be found within the nerve transplant, by the 
time they reached the distal suture line so 
much scar tissue had formed that they were 
turned back and blocked. Consequently, 
after varying intervals of time, dependent 
entirely upon the length of the transplant, 
we re-operated upon the animals, resected 
the distal suture line and again sutured it. 
We then found later that the nerve fibers 
passed completely through the transplant 
and into the distal segment of the nerve 
trunk. We believe this may very logically 
be the cause for the poor results reported 
following nerve transplantation, because 
after an exhaustive search of the literature 
we have been unable to find any reference 
to the employment of such a procedure. 

Only recently we have had an opportunity 
of using this method in the case of a patient 
whose tibial nerve was injured in an acci- 
dent with a cultivator. A defect of three 
inches in the continuity of the nerve just 
above the ankle could not be bridged by any 
method. A transplant was used from the 
sciatic nerve of an individual whose leg had 
been amputated. About 100 days after the 
first operation, the second stage was per- 
formed. The transplant was in excellent 
condition, had not shrunken in size and the 
proximal suture line showed a satisfactory 
gross appearance. Sufficient time has not 
elapsed to be able to report upon the func- 
tional results in this patient. 
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FACIAL NERVE 

Of the cranial nerves, the facial or 
seventh nerve is the one most commonly in- 
jured. Stab or gunshot wounds, and inad- 
vertent division of the nerve during a mas- 
toid operation are the most frequent eti- 
ological factors. In only a very few cases 
can an end-to-end suture be employed to re- 
pair the nerve and recourse must be had to 
other methods. Here, in contradistinction 
to the peripheral nerves, the method of 
nerve crossing may be used without fear of 
producing more damage than benefit. 

A review of the many experimental and 
clinical reports upon the repair of facial 
nerve lesions in the literature emphasizes 
the fact that the spinal accessory and hypo- 
glossal nerves have been the two cranial 
nerves most frequently and_ successfully 
used in such operations. I have operated 
upon four such cases, in three of which I 
have anastomosed the hypoglossal and facial 
nerves and in the other a spinal accessory- 
facial nerve crossing was performed. I am 
quite convinced that the results obtained 
with the hypoglossal nerve are superior to 
those which followed the use of the spinal 
accessory nerve. In any case, however, it is 
extremely important that the tone of the 
facial muscles be preserved so that when the 
nerve fibers have regenerated, an effector 
mechanism will exist and be in readiness to 
carry out the impulses transmitted to the 
muscles. Consequently, immediately fol- 
lowing a facial nerve paralysis one of two 
methods should be employed. A simple ad- 
hesive tape splint should be worn to hold the 
muscles up and keep them from sagging, or 
a facial transplant should be placed into the 
subcutaneous tissues attached from the 
zygomatic process to the angle of the mouth 
and the lips. In neglected cases the latter 
procedure should be employed immediately. 
I believe that the final result following the 
nerve anastomosis will be more successful if 
the combination of fascial transplant and 
nerve crossing operations be used. There 
is little or no discomfort to the patient as a 
result of the atrophy of the tongue which 
follows section of the hypoglossal nerve. 

The first evidence of return of function to 
the facial muscles will be noted after about 
six to eight months, when the tone of the 
muscles begins to improve and it is noted 
that the facial asymmetry is less marked. 
This occurs first usually in the orbicularis 
oculi muscle and later in the lower facial 
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muscles. 
months to two years and in one patient oper- 
ated upon definite evidences of progress are 
to be seen twenty-two months following the 


Recovery may require eighteen 


operation. At the beginning contractions 
of the facial muscles accompany movements 
of the tongue. Later the patient learns to 
dissociate these movements successfully. 
During all of the period of recovery regular 
and intensive physical therapy should be 
employed. Gentle massage and electrical 
stimulation to the facial muscles play a very 
important role in recovery here as well as in 
peripheral nerve surgery. 

In view of the mediocre results reported 
in the use of large nerve trunks as trans- 
plants in the repair of defects in peripheral 
nerves, it is difficult to believe that a trans- 
plant can be laid between the divided ends 
of the facial nerve in its bony canal and be 
followed by the successful results which 
have been reported in the literature recently. 
Certainly the surgical field is a small and 
difficult one and there is no reason to believe 
that scar tissue would not block the down- 
growing axons of the facial nerve even to a 
. greater extent than is true in peripheral 
nerve transplants, since no direct end-to-end 
apposition is made between the nerve and 
the transplant. 


TRIGEMINAL NEURALGIA 


Although it was described accurately as 
a clinical entity in 1776 by John Fothergill, 
the surgical treatment of trigeminal neural- 
gia has a more recent history. The early 
attempts to attack the gasserian ganglion by 
a procedure which involved resection of the 
zygomatic process were attended by an enor- 
mous and prohibitive mortality. As a re- 
sult, palliative procedures such as alcoholic 
injections and resection of the peripheral 
branches of the nerve became popular. Un- 
fortunately, neither of these methods pro- 
duced a permanent relief from the pain and 
the patients always returned complaining 
bitterly. Then in 1890, Hartley and Krause 
almost simultaneously proposed the ap- 
proach to the ganglion through the temporal 
bone which formed the basis for the present- 
day highly successful operation which in 
the hands of trained neurological surgeons 
entails an operative mortality of less than 
one per cent. As you know, the present 
operation consists in dividing the sensory 
root posterior to the gasserian ganglion, a 
procedure suggested by Spiller of Philadel- 
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phia, who demonstrated that, since the fibers 
had no neurilemmal sheaths as they entered 
the pons, regeneration could never take 
place. Refinements in technic have been de- 
veloped so that it has become possible to 


.perform a subtotal division of the sensory 


root which allows one to conserve those 
divisions of the nerve not involved and to 
preserve intact the motor root which inner- 
vates the pterygoid and masseter muscles. 
Recently it has been suggested that the 
sensory root should be exposed by a sub- 
occipital craniotomy because division of the 
root in the region of its entrance zone into 
the pons is followed by a loss of the pain, 
but there is no resulting loss of sensation. 
If this were true it would indeed be an ideal 
operation. Experimental and clinical facts 
are in evidence which speak strongly against 
such a supposition. It is an axiom that sev- 
erance of nerve fibers, whether they be sen- 
sory or motor in character, is followed by a 
loss of that function. Such results might 
well be possible if within the sensory root 
of the trigeminal nerve there were an ar- 
rangement of fibers in a topographic man- 
ner. It has been shown rather conclusively 
by the work of Gasser and Erlanger, Ran- 
son, Ingvar and others that unmyelinated 
and the smallest myelinated nerve fibers con- 
duct pain stimuli, while the larger myelin- 
ated fibers conduct touch stimuli. With these 
facts in mind, cross sections of the sensory 
root of the trigeminal nerve from both cats 
and human being were studied. It was found 
that the small and large fibers are more or 
less regularly intermingled without any defi- 
nite arrangements into topographic division. 
This was true in the sections near the gan- 
glion as well as in those near the brain stem. 
From this experimental work, it was con- 
cluded that there is no physiologic founda- 
tion for an operation aimed at the differen- 
tial interruption of certain functions by par- 
tial section of the sensory root near the 
brain stem. From a study of the develop- 
mental and gross anatomy of the sensory 
root of the fifth nerve in the human, it is ob- 
vious that the fibers which come from the 
various divisions of the ganglion occupy 
a definite position in the root in the region 
of its entrance zone into the pons. The 


fibers from the ophthalmic division lie in 
the inferior and medial position; those 
from the mandibular division occupy the su- 
perior and lateral position; and those from 
the maxillary division occupy the interme- 
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diate zone. In a series of degeneration ex- 
periments which were performed, it seems 
quite evident that division of the inferior 
portion of the sensory root at its entrance 
into the pons, as has been suggested, would 
sever the fibers of the ophthalmic portion of 
the ganglion. If three-fourths of the infe- 
rior portion of the root were severed by a 
suboccipital approach, as has been recom- 
mended, most of the maxillary and a few 
of the mandibular fibers would also be sac- 
rificed. On the other hand, if only a small 
section of the inferior portion of the root 
were made, a small number of the ophthal- 
mic fibers would be severed and a rather 
large proportion of the mandibular and 
maxillary fibers would be left intact. Only 
under this condition, in the light of our in- 
vestigations, is it conceivable that sensation 
can be conserved over most of the area sup- 
plied by the trigeminal nerve. It remains 
to be proved whether or not the pain of tri- 
geminal neuralgia can he relieved perma- 
nently under such conditions. 


SENSATION OF TRANSPLANTED SKIN 


An interesting and fertile field for the 
study of problems in sensation may be found 
in the records of the returns of sensation to 
transplants of skin. Although the oppor- 
tunities have been present for a long time, 
there are but few scattered reports upon the 
subject in the literature. It has been my 
good fortune to have been associated with 
Dr. Allen B. Kanavel and his pupils who 
have followed him in the study of the surgi- 
cal problems of the hand. As a result dur- 
ing the past fourteen years, it has been pos- 
sible to study repeatedly the pedicle, free 
full thickness and Thiersch grafts of skin 
which they have transferred from various 
portions of the body. All of these trans- 
plants were, of course, completely severed 
from their nerve supply. Some were placed 
over areas the nerve supply of which had 
been severed by the original injury and it 
became interesting to determine whether 
sensory overlap occurred in the transplants 
of skin as it does normally. 

Briefly, it can be said that sensation re- 
turns to skin transplants in a definite and 
unvarying manner. Sensibility to pin prick 
returns first, followed closely by cold and 
then later by tactile sensation. Almost in- 
variably the patient experiences an unpleas- 
ant, very painful sensation early in the 
course of the return of pin prick sensibility. 


included in the transplant. 
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This reaction is analogous to that described 
by Henry Head as protopathic sensation. 
As tactile sensibility recovers, this proto- 
pathic response disappears until finally sen- 
sation to pin prick is appreciated in a normal 
manner. The pattern of return of sensation 
proceeds from the periphery of the trans- 
plant and advances distally. This pattern 
is modified if the transplant has been placed 
Over an area part of which has a normal 
nerve supply and the rest of which is insen- 
sitive. Under such circumstances the ad- 
vance of sensation comes only from that 
portion of the transplant which lies over the 
innervated area. It has been our experience 
that return of sensibility occurs more com- 
pletely and sooner in the pedicle flaps than 
in free full thickness or Thiersch grafts, but 
the rapidity of return also depends upon 
the amount of subcutaneous tissue which is 
The early ped- 
icle transplants which were thick showed a 
much slower return of sensibility. 

Evidence is difficult to present as to the 
exact manner in which the nerve fibers grow 
into the transplants but we have some rea- 
son to believe that the regenerating fibers 
do not enter protoplasmic bands within the 
transplant. It is more likely that they enter 
the transplanted skin as naked unmyelinated 
fibers, which explains the character of the 
early response to pin prick stimulation, 
which disappears as myelin sheaths are ac- 
quired. 


VISCERAL SENSATION 


Some years ago while at work in Ran- 
son’s laboratory, it became of some interest 
to know whether or not painful impulses 
from the viscera traveled over the same 
pathways within the spinal cord as somatic 
painful impulses. Ranson and his workers 
had proved that somatic painful impulses 
enter the spinal cord through the lateral di- 
vision of the posterior spinal roots and then 
ascend in the spinal cord within the lateral 
columns of the white matter. 

Stimulation of the thoracic sympathetic - 
trunk was used as a method of producing 
visceral afferent impulses. It was found that 
although impulses entered the spinal cord 
through the posterior spinal roots, they were 
conducted upward by relays of short spinal 
paths with synapses in the gray matter of the 
spinal cord and that only a complete trans- 
verse section of the spinal cord would oblit- 
erate them. It was realized that these ex- 
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periments should be repeated, using stimuli 
more closely analogous to physiological vis- 
ceral impulses. Dilation of the cystic duct 
and gall bladder was accomplished by a rub- 
ber balloon and this procedure was accom- 
panied by marked inhibition of respiration, 
vomiting, struggling and other evidences of 
pain. The results which were obtained were 
identical in every respect with the earlier ex- 
periments. 

These experimental facts have a definite 
and direct application in clinical surgery. 
For several years, anterolateral sections of 
the spinal cord have been performed for the 
relief of intractable pain. Although these 
chordotomy operations relieved pain of so- 
matic origin, the pain of the visceral crises 
of tabes dorsalis, for example, was un- 
affected. In other words, if the section is 
limited to the anterolateral tracts, visceral 
pain will not be relieved, but if the section be 
carried deeper to include the gray matter, 
visceral pain may be relieved successfully. 

It was quite natural to become interested 
in the mechanism of the reference and rec- 
ognition of pain from visceral disease in the 
. periphery. A number of theories exist for 


the explanation of just why, for example, 


the pain of gall bladder colic is referred to 
the scapular area. It has been proven that 
the original idea of Lennander that all vis- 
ceral pain was mediated through the parietal 
peritoneum was incorrect. Ross has stated 
that either true visceral pain may be pres- 
ent alone or it may occur in association with 
pain in the skin, muscles and connective tis- 
sue innervated by the same spinal segments. 
Another theory accounted for pain in vis- 
ceral disease as purely reflex in origin. Im- 
pulses were traced through the afferent 
fibers of the vegetative nervous system to the 
spinal cord, where it was stated that radia- 
tion occurred along the sensory tracts to the 
abdominal wall. Spiegel states that the im- 
pulses pass to the posterior horns of the gray 
matter of the spinal cord and are there dif- 
fused to the roots of the corresponding so- 
matic nerves. Among others, Henry Head 
believes that in visceral disease a form of 
irritation is produced in the spinal cord and 
that sensory impulses from other parts pass- 
ing into this segment are so exaggerated as 
to be painful. 

Recently, Weiss and Davis, and Lemaire 
have been able to relieve the pain of angina 
pectoris, gall bladder colic and other intra- 
abdominal lesions by the subcutaneous infil- 
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tration of procaine hydrochloride solution in 
the peripheral area to which the pain is 
referred. Pollock and I have some experi- 
mental evidence to support these clinical ob- 
servations in that the evidences of pain pro- 
duced in an animal by dilation of the cystic 
duct are definitely altered by section of the 
intercostal nerves. As a result of other ex- 
periments, the details of which need not be 
given here, Pollock and I have suggested 
that visceral painful impulses produce ef- 
ferent cutaneous reflex effects, which in 
turn liberate a metabolite in the skin which 
is painful. These painful impulses are in 
turn carried into the cord and to conscious- 
ness over the well known somatic afferent 
pathways. 

Emphasis on the role of the sympathetic 
nervous system in the production of pain 
has resulted from the clinical reports of the 
relief of such types of pain as angina pec- 
toris, causalgia and other abdominal pains 
by various surgical operations. For ex- 
ample, Jonnesco has relieved the pain of 
angina pectoris by the removal of the mid- 
dle, inferior cervical and first thoracic gan- 
glions of the left sympathetic chain.” Abdom- 
inal pains have been relieved by section of 
the abdominal sympathetic nerves, and the 
sacral portion of the sympathetic trunk has 
been resected for the relief of pain in in- 
operable carcinoma of the uterus. Although 
pain may be produced by stimulation, or 
relieved by severance of suitable parts of 
the sympathetic nervous system, there is no 
agreement as to the physiologic mechanism 
involved. Painful impulses may be con- 
ducted along the sympathetic nerve fibers, or 
the viscero-motor or other reflex activities 
may produce conditions which in turn are 
responsible for conscious pain. On the other 
hand, both mechanisms may be present. 

In a series of experiments to determine 
the role of the sympathetic fibers in the pro- 
duction of pain in the face, Pollock and I 
found that (1) stimulation of the cervical 
sympathetic trunk does not produce pain 
and that (2) stimulation of the superior cer- 
vical sympathetic ganglion produces pain. 
The latter fact holds true after section of a 
large number of anterior and posterior spi- 
nal roots, beginning with the first cervical 
segment. It is also true after section of the 
anterior spinal roots and section of the sen- 
sory root of the trigeminal nerve. Pain 
could not be produced, however, by stimula- 
tion of the isolated ganglion after section 
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of the posterior spinal roots and the sensory 
root of the trigeminal nerve. It is probable, 
therefore, that stimulation of the superior 
cervical sympathetic ganglion produces an 
effect which is carried by way of postgan- 
glionic efferent fibers to the structures in- 
nervated by the sympathetic fibers. These 
efferent impulses produce an effect on the 
skin and other structures the exact nature 
of which is as yet unknown. It is quite pos- 
sible that this effect is linked with the sym- 
pathetic innervation of the blood vessels and 
that a metabolite is liberated which in turn 
stimulates the ordinary sensory nerve end- 
ings of the fifth nerve. This impulse is then 
transmitted centrally and is recognized as 
pain. The relief of pain of visceral disease 
elsewhere in the body by severing sympa- 
thetic fibers may very well be upon an anal- 
ogous basis. 
SURGERY OF SYMPATHETIC NERVOUS SYSTEM 
The sympathetic system was discovered 
only recently by the surgeon and, although 
surgical empiricism may be fraught with 
danger, in some instances it has provided 
the stimulus for sound physiological work 
which has either corroborated or disproved 
the rationale of a given operation. The 
most recent wave of surgical interest in the 
autonomic nervous system dates from the 
conception that spastic paralysis might be re- 
lieved by section of the sympathetic supply 
to the involved limbs. That this was a mis- 
conception has been proved by a large num- 
ber of investigators in both clinical and ex- 
perimental fields. However, it was noted 
that the skin of the extremities became 
warmer after such an operation and if the 
removal of sympathetic supply was com- 
plete this effect would persist. Consequently, 
attention was directed to the vascular dis- 
eases of the extremities the pathogenesis of 
which was little understood, and the classi- 
fication confused; but the treatment of 
which was uniformly unsuccessful. The 
fever test, injection of peripheral nerves, 
and other methods now provide accurate 
means of determining before operation 
whether or not sympathectomy will be fol- 
lowed by vasodilatation. Certainly it has 
been well established that periarterial sym- 
pathectomy will not remove the sympathetic 
nerve supply to a vessel except in the local 
segment operated upon. Therefore, removal 
of ganglia or the sympathetic trunks are the 
types of operation which offer the most suc- 
cessful results in this group of cases. 
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Just how far surgical attacks upon the 
sympathetic nervous system may go is hard 
to say, particularly if we think in terms of a 
few, as yet uncompleted, experimental facts 
which I wish to present to you in conclu- 
sion, concerning the interrelation between 
the various glands of internal secretion, the 
autonomic system and carbohydrate metab- 
olism. 

Interest in the pituitary gland was stim- 
ulated greatly by the work of Cushing, first 
in the experimental laboratory and later in 
his clinic. Later, Philip Smith, working 
with rats, was able to show that if he re- 
moved the hypophysis without injury to the 
neighboring structures he produced an ani- 
mal far below weight, of diminutive stature, 
with atrophied testicles and atrophy of the 
other glands of internal secretion, particu- 
larly the thyroid. If, on the other hand, he 
produced a lesion of the tuber cinerum the 
rat became enormously obese. ‘There fol- 
lowed also a hypogonadism but the other en- 
docrine glands remained normal. Smith and 
also Evans were able to produce in rats the 
symptoms of gigantism and acromegaly by 
feeding anterior lobe extracts daily. The 
importance of these experiments in connec- 
tion with the clinical symptoms of hypo- 
pituitarism and hyperpituitarism character- 
ized by acromegaly, gigantism and Froeh- 
lich’s syndrome cannot be overemphasized. 

Recently, Houssay reported a group of 
experiments on dogs in which he removed 
the hypophysis and then later performed a 
pancreatectomy on the animal. To the as- 
tonishment of scientists those hypophysec- 
tomized animals did not develop a diabetes 
mellitus as do otherwise normal animals. 
Houssay was able to show that if he later 
fed these hypophysectomized-pancreatecto- 
mized dogs anterior pituitary lobe extract he 
could produce a hyperglcemia and glycosuria 
of extremely high grade. 

The controversy as to whether or not the 
effects produced following experimental 
hypophysectomy are due to removal of the 
gland or to injury of adjacent parts of the 
mid-brain, such as the tuber cinerum, has 
been a long and bitter one. There is no 
question but that it is difficult to remove the 
hypophysis experimentally in animals unless 
one chooses the lower vertebrates for exper- 
imentation. In the dog or cat it is a difficult 
procedure. Therefore, we have undertaken 
a series of experiments in which we have 
made lesions of the hypothalmus, that is in 
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the tuber cinerum, with the Clark-Horsley 
stereotaxic instrument. This is a device by 
which a minute electrolytic lesion may be 
placed at any point within the entire brain 
by the adjustment of micrometer scales and 
the use of an anatomical chart prepared in 
Ranson’s laboratory for the cat’s brain. 
Such lesions were made and after the ani- 
mals had completely recovered and the blood 
sugars were normal, the pancreas was re- 
moved completely. Whereas, in the normal 


cat, following removal of the pancreas, a 


very high blood sugar results immediately 
and the animal dies unless kept upon large 
doses of insulin, such animals ran normal 
blood sugars on a standard laboratory diet. 
The very careful serial neuropathological 
sections of these animals’ brains showed no 
lesions in the hypophysis. Houssay’s exper- 
iments were corroborated on several cats in 
which a lesion of the hypophysis was made 
deliberately. These experiments suggested 
that perhaps in making a lesion of the hypo- 
thalmus we interrupted the nerve supply to 
the pituitary gland, which has long been es- 
tablished anatomically. On such an ex- 
. planation both groups of experiments could 
be correct. 


It has been shown by Dandy that the pi- 
tuitary body received a supply of sympathetic 
nerve fibers which undoubtedly had their 
cells of origin in the superior cervical gan- 
glion. Cushing, Goetsch and Jacobson had 
also shown that stimulation of this ganglion 
with a faradic current for a few seconds 
was followed by a glycosuria, provided the 
animal had an available glycogen supply. 
At that time these observers did not have at 
their command simple or accurate methods 
for determining blood sugars and, therefore, 
were unable to report upon that aspect of 
their problem. They did show further, how- 
ever, that stimulation of the sympathetic 
trunk was not followed by glycosuria. These 
experiments have been repeated and elabo- 
rated. There is no question but that a pro- 
nounced glycosuria and a rise in blood sugar 
to double the normal value can be produced 
by faradic stimulation of the superior cervi- 
cal ganglion. This cannot be produced by 
stimulation of the trunk, by stimulation of 
the vagus or other peripheral nerves. We 
have also produced a glycosuria and hyper- 
glycemia by stimulation of the stellate gan- 
glion, although the effect is not as marked. 
This result is obtained regardless of whether 
or not the sympathetic trunk is divided above 
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or below the ganglion. In another series of 
experiments, a lesion was made in the hypo- 
thalamus and the superior cervical sympa- 
thetic ganglion was then stimulated. Pro- 
vided the lesion is made in the correct area, 
a glycosuria or hypoglycemia do not develop. 
Glycosuria does not develop after stimula- 
tion of the. superior cervical sympathetic 
ganglion if both sympathetic splanchnic 
nerves are removed. 

It is always difficult to correlate knowl- 
edge provided by the laboratory with clini- 
cal experience. Many times our records of 
patients fail to record what later becomes of 
great interest to us to know; in other in- 
stances we do not know for what to search. 
There are many clinical examples of the re- 
lationship between the various lobes of the 
hypophysis and a neural mechanism in the 
hypothalamus. Besides the question of car- 
bohydrate metabolism, there is the occur- 
rence of diabetes insipidus, adiposity, ther- 
mal regulation, pathological sleep and states 
of hypoglycemia. On the contrary, it may 
be asked why does one see many cases of 
intracranial tumor, in which as a result of 
secondary hydrocephalus the walls of the 
third ventricle may be so ballooned out and 
thinned that degeneration must invariably 
occur, without any recognizable clinical 
manifestations? To the influence upon car- 
bohydrate metabolism of this rather well- 
defined neuro-hypophyseal mechanism, is 
added the relationship of the autonomic ner- 
vous system and the thoracic and abdominal 
viscera. 

We have as yet no evidence which would 
lead to any information regarding the source 
of the carbohydrates mobilized in these ex- 
periments. The work of Griffith led him 
to believe that hyperglycemia may develop 
from stimulation experiments without in- 
volving the pancreas, thyroid, parathyroid 
or the hypophysis, provided the adrenals are 
intact. As a corollary, Houssay, Biasotti 
and Rietti have reported that the diabeto- 
genic action of anterior lobe extract may be 
observed in the absence of the pancreas, hy- 
pophysis, thyroid, ovaries, testicles, splanch- 
nic nerves, lumbar sympathetic chains, adre- 
nals, or a lesion of the tuber cinereum. They 
concluded, however, that the liver alone was 
necessary. 

Certain it is that there is evidence enough 
to throw some doubt upon the idea that the 
islets of the pancreas have an independent 
secretory control over carbohydrate metab- 
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olism. It is well established that typical 
lesions exclusively characteristic of diabetes 
have not been found in the pancreas. In 
fact, Allen has observed changes in the pan- 
creas described as characteristic of diabetes 
in almost fifty per cent of cases in which 
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there was no diabetes. It would, indeed, be 
strange if Nature had concentrated the con- 
trol of such a vital function in one organ. 
It is more logical to believe that sugar dis- 
posal is more carefully safeguarded by per- 
haps multiple mechanism. 





HOSPITAL INSURANCE; INDUSTRIAL 
SURGERY 


(New England Journal of Medicine) 


Throughout the past week the American College 
of Surgeons has been in our midst, and, as always, 
countless clinics have been given, and addresses 
have been delivered. It has been well done, and 
especially worthwhile. Foreign guests came to give 
and perhaps learn, and there were meetings for 
lay education and for discussion of hospital stand- 
ards and hospital betterment. Of all this, without 
going into detail, one mav only naire the extent of 
enterprise and the executive ability shown in achiev- 
ing its ends. 

Somewhat out of the ordinary, however, are two 
matters touched upon in Dr. Greenough’s excellent 
inaugural address. First, a frank facing of the 
problem of hospital costs for the less well-to-do, 
and a recognition of the fact (logically inescapable 
as a fact finding) that for vast numbers of people 
under present conditions the cost of hospitalization 
in severe illness or in the case of a major surgical 
operation cannot be met as a current expenditure. 
This being so, as he points out, the only alternative 
to a collapse of independent high-grade people into 
the class of indigents is some form of prepaying 
arrangement. One may as well say insurance, for 
that it must be, by definition. But Dr. Greenough 
clearly voiced the opinion of the profession that 
such adjustment of expenditure to paying ability 
must not be exploited. The profession, not the 
commercial exploiter, should be the director of 
such “insurance.” 

Already we have seen exploitation of this sort. 
It is condemned by us without reserve, and all will 
agree with Dr. Greenough in his treatment of the 
subject. But, unfortunately, in our reaction against 
such commercial abuses, we are in danger of for- 
getting the problem still before us. 

Some scheme of adjustment of income to ex- 
pense we must have in fairness to the public and 
the profession. This implies that the profession 
should work out the means rather than that un- 
worthy schemes should be “put over” on them. And 
there lies the danger! 

The College seems to be facing this problem 
squarely, though with no detailed panacea to urge 
on us at this time. 

Probably a field survey of experiments in this 
line, made and in the making in many communities, 


should come before any hard and fast recommenda- 
tions can be offered as to details. 

The second matter in Dr. Greenough’s address 
which should have especial mention here is the 
coming of the College into the field of Industrial 
Surgery. 

There is no question but that there has been vast 
wastage of life and of usefulness from inadequate 
surgical care in this field, due to external condi- 
tions very often, but sometimes to bad surgery. 

Fortified by several years of quiet investigation, 
Dr. Besley’s “Board of Industrial Medicine and 
Traumatic Surgery’ made a report, issued this 
spring as a bulletin of the College, giving, first, the 
best résumé of current conditions so far brought to 
our attention; secondly, a minimum standard of 
equipment and organization for the performance of 
good work; and thirdly, the minimum standard of 
training and experience fairly to be required of 
men assuming professional responsibility for such 
serious work. 

Very lately, contact has been made by the Col- 
lege with a duly qualified insurance “council” inter- 
ested as we all are in seeing that the workman in- 
jured in industry shall get the best of care, “sold” 
on the proposition that the best surgical care is the 
cheapest in the end. 

There is reason to believe that these two groups, 
working together, may do much in raising stand- 
ards of efficient care. 

And so the College, besides its more obvious ac- 
tivities, instanced in this recent meeting, is going 
forward quietly working to raise standards of sur- 
gical training and fitness, standards of hospital 
equipment, staff quality, administration, standards of 
diagnosis and care of malignant disease, standards 
of fracture treatment, and, now, standards of indus- 
trial surgery. 

If the College means anything it means insistence 
on quality and, in the results of such insistence, it 
seems to have shown no little success. 

EpirortaL Note: This is an editorial which ap- 
peared in the New England Journal of Medicine of 
October twenty-fifth under the title “The Visit of 
the American College of Surgeons” which met in 
Boston in October. We have here reference to two 
very important subjects, “The Provision of Hospital 
Care at a Price that Will not Cause Financial Dis- 
tress,” and, secondly, “The Improvement of Indus- 
trial Surgery.” 
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EDITORIAL 


MEDICAL-SOCIAL ECONOMICS 


Upon the recommendation of the com- 
mittee on committee reports, the House of 
Delegates of our society, at the Battle Creek 
meeting, voted not to experiment at present 
with the mutual health service plan pre- 
sented by the Committee on Economics. 
Whether this was best or not time alone will 
tell. It was, however, the only rational de- 
cision that could have been made under the 
circumstances. It was apparent that the pro- 
fession of the state is not ready to begin 
something that might eventuate in so decided 
a change in practice, despite the fact that 
serious sociological questions are pressing 
for solution and that the great majority of 
physicians are carrying on with difficulty un- 
der drastic reduction of income. The ad- 
ministration at Washington is formulating 
plans to relieve unemployment, poverty and 
the distress of old age and sickness all too 
prevalent today, and constituting perhaps 
the country’s most pressing social and eco- 
nomic problems. Medical care occupies, of 
course, a conspicuous place in such pro- 
grams. Judging from what is heard I be- 
lieve we may safely assume that the plans 
are being most carefully considered and 
with the intent to serve both the interests of 
the recipients of medical care and those who 
dispense it. Should these plans, whatever 
they may be, go forward and into operation 
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our profession will be vitally affected—for 
good or evil who can say? We, in Michi- 
gan, will not be caught unawares, thanks to 
the work of our Survey Committee and the 
Committee on Medical Economics that fol- 
lowed it. We know the problems here and 
have even outlined tentatively a mutual 
health service plan to meet them. It will 
stand us in good stead whatever may de- 
velop. 

The recent decision of the House of Del- 
egates, reflecting, as it does, the general sen- 
timent of the profession throughout the 
state, demonstrates in no uncertain manner 
that we, as practicing physicians, desire to 
continue in the traditional way to maintain 
the physician-patient relationship, our inde- 
pendence, the control of our practice, and 
the opportunity to succeed individually ac- 
cording to character, energy and merit, re- 
ceiving such remuneration—often meager 
and inadequate—as our patients can give 
us. We prefer this to regimentation and 
its uncertainties, a greatly increased amount 
of medical work, a more regular income and 
possibly—though here opinions vary—a 
much more remunerative one. 











LEADERSHIP 


A certain spirit of independence has char- 
acterized members of the medical profes- 
sion. We are physicians or members of a 
profession among other reasons because we 
prefer to regiment our own lives as far as 
possible. The punching of a time clock is 
distasteful to us even though, when necessity 
demands it, regular hours mean nothing to 
us. We can work twenty-four hours a day 
when necessary without complaint. We 
take kindly to such terms as “rugged in- 
dividualism’”’ and “laissez faire,” and feel 
that if outside factors will not interfere, we 
can make good and render useful service. 
The fact that under normal times and condi- 
tions and even under abnormal conditions 
we can carry on, asking no favors from 
society that we do not compensate, has ren- 
dered us somewhat oblivious of changes that 
have been going on around us. Almost until 
the past two or three years it was considered 
undignified and commercial to discuss at a 
medical meeting any subject that did not 








682 EDITORIAL 


pertain to the scientific phases of medicine. 
Today we find ourselves confronted with 
economic and social problems that threaten 
our very existence as respectable members 
of organized society. 


We are very much in need of leadership, 
which does not seem to be forthcoming as 
one would wish. <A group of individualists 
is made up of all leaders so to speak, while 
real leadership implies also followers. There 
must be followers if there is to be leader- 
ship, and this means subordination of one’s 
individualism for the sake of the greater 
good of the group. 


There has been a movement towards the 
socialization of almost everything, indus- 
trial, commercial; even professional voca- 
tions have not been exempt. This does not 
mean what is politically known as socialism, 
far from it. The socialist candidate for 
public office has not met with much favor; 
yet the spirit of collectivism is in the air. 
We cannot stand aloof. Medicine is a basic 
necessity, second only to food and shelter. 
What the solution of the problem will be, 
cannot be predicted at this time. In mat- 
ters involving public health and medical care 
the initiative should come from those who 
know most about the subject. We should 
therefore compromise our individual views 
in the interests of effective leadership and 
that leadership should be from the medical 
profession. 





DR. BRUCE APPOINTED 


Dr. James D. Bruce, Vice-President of 
the University of Michigan and Director of 
the Department of Post-Graduate Medicine, 
has been appointed to President Roosevelt’s 
Committee on Economic Security. While 
men prominent in organized medicine have 
been selected, no organized body of the 
medical profession such as county, state, or 
national has been officially recognized in this 
work. Official recognition would mean an 
appeal to the organization, which:would in 
turn select its own representative. How- 
ever, the selection has demonstrated the wis- 
dom of the choice. The men chosen from 
the medical profession are all men who are 
high up in the confidence of the various 
organizations to which they belong and can 
be depended upon to bring to the task sane 
and seasoned judgment. 

Dr. Bruce comes from the ranks of Mich- 
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igan doctors and is thoroughly conversant 
with medical conditions as they prevail in 
this state at present. He can be depended 
upon to view the matter in hand, whatever 
it may be, without that emotion that too 
often befogs such discussions. Dr. Bruce’s 
major interest the past few years has been 
education and more particularly that branch 
of education which goes to making the 
physician a better practitioner of the art 
after he has completed his formal medical 
training. His long experience as councilor 
of the Michigan State Medical Society 
has given him an insight into the social and 
economic condition of the physician and sur- 
geon, as well as the matter of quality of 
medical care and the effort towards its im- 
provement in this state. 





PRACTICE IN OTHER COUNTRIES 


Ilsewhere in this number of the JOURNAL 
we print an interview given out by the Sec- 
retary of the British Medical Association 
on the medical situation in England. In 
the November number appeared a short in- 
terview with one of our own members, Dr. 
F. E. Hansen, who had returned after a two 
months’ sojourn in Denmark. Dr. Hansen 
is himself Danish and with his thorough 
knowledge of the language he was able to 
enter intelligently into the spirit of the 
Danes. The January (1934) number of this 
JoURNAL contained a paper on the ‘“Prac- 
tice of Medicine,” in Germany; the author, 
Dr. A. H. Mollman, who had practiced in 
Germany, is now located in Grand Rapids. 
“Medical Impression of Soviet Russia,” by 
Dr. J. E. Waddington, appeared in this 
JourRNAL (Vol. XXX, page 25). It is our 
purpose to present as accurate account of 
medical practice in European countries as 
may be available, from time to time, not 
necessarily for the purpose of endorsing any 
of them. The Luce-Sinai mission, while 
convinced that the panel system suited per- 
haps the majority of the British people as 
well as British physicians, did not recom- 
mend it for the United States. 

The problem of medical care for the 
United States is not so easy of solution con- 
sidering the geographical area and diversi- 
fied climate and industrial conditions that 
prevail here. It should be remembered that 
a morning paper published in London may 
be read within less than twenty-four hours 
in the remotest regions of the British Isles. 
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A newspaper likewise published in any other 
capital in Europe except Moscow can reach 
the confines of the country in less than 
twenty-four hours. This is not true in the 
United States, where, due to the great geo- 
graphical reaches, the interests of the people 
are apt to be more or less diversified and 
sectional. We have the extremes again, from 
the highly complicated industrial centers to 
the purely pastoral, or agricultural, or min- 
ing. Some of our states are much larger 
than many of the old world countries. These 
very facts complicate the problem here so 
that the operation of medical systems in 
Europe can constitute for us only a matter 
of interest. Homogeneity of population is 
a factor favorable to European countries. 
Much as it would be desirable, for instance, 
from the doctor’s viewpoint, as Dr. Hansen 
intimates in Denmark, that the municipality 
would come good for delinquent patients’ 
bills, the idea would be too fantastic to even 
mention in this country. 


Michigan has done thorough work 
through its economic committee. The sug- 
gested plan of Health Service is held in 
-abeyance with instructions from the House 
of Delegates to be prepared to meet any 
move on the part of the state or national 
government. The House of Delegates of 
the American Medical Association has crys- 
tallized its position in the following ten 
points, or “Ten Commandments,” as one 
editor has facetiously called them; though 
they have already appeared in this JOURNAL, 
we repeat them: 


(1) All features of medical service in any meth- 
od of medical practice should be under the control 
of the medical profession. No other body or in- 
dividual is legally or educationally equipped to exer- 
cise such control. 


(2) No third party must be permitted to come 
between the patient and his physician in any medi- 
cal relation. All responsibility for the character of 
medical service must be borne by the profession. 


(3) Patients must have absolute freedom to 
choose a duly qualified doctor of medicine who will 
service them from among all those qualified to 
practice and who are willing to give service. 


(4) The method of giving the service must re- 
tain a permanent, confidential relation between the 
patient and a “family physician.” This relation must 
be the fundamental and dominating feature of any 
system. 

(5) All medical phases of all institutions in- 
volved in the medical service should be under pro- 
fessional control, being understood that hospital 
service and medical service should be considered sep- 
arately. These institutions are but expansions of 
the equipment of the physician. He is the only one 
whom the laws of all nations recognize as compe- 
tent to use them in the delivery of service. The 
medical profession alone can determine the adequacy 
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and character of such institutions. Their value de- 


pends on their operation according to medical stan- 
dards. 


(6) However the cost of medical service may 
be distributed, the immediate cost should be borne 
by the patient if able to pay at the time the service 
is rendered. 


(7) Medical service must have no connection 
with any cash benefits. 


(8) Any form of medical service should in- 
clude within its scope all qualified physicians of the 
locality covered by its operation who wish to give 
service under the conditions established. 


(9) Systems for the relief of low income classes 
should be limited strictly to those below the “com- 
fort level” standard of incomes. 


(16) There should be no restrictions on treat- 


ment or prescribing not formulated and enforced 
by the organized medical profession. 





WHAT AILS NURSING? 


After a period of study extending over 
eight years the Committee on the Grading 
of Nursing Schools has completed its work 
and has issued its final report. The per- 
sonnel of this committee is rather formi- 
dable, representative as it is of a number of 
such organizations as the American Nurses’ 
Association, American Medical Association, 
American College of Surgeons, American 
Hospital Association, to mention a few in- 
stitutions, in addition to a number of prom- 
inent persons unattached to any organiza- 
tion. The questioning title of this editorial 
is answered by the report in two words, 
“undereducation” and “overproduction.” 
According to the census of 1930, there were 
in the United States 288,737 trained women 
nurses and 5,452 men nurses, or one woman 
trained nurse for every 424 persons of the 
general population. 

Of course, the corollary to “overproduc- 
tion” is unemployment, which was evident 
even in 1926, when the committee began its 
work. This problem has only been deeply 
accentuated during the depression. 

The committee in discussing the matter 
of “‘undereducation” of the nurse, attrib- 
utes the condition to faulty application of 
the apprentice system in the training of the 
nurse, and the use of the nursing school to 
provide most or all of the nursing service 
of the hospital. There are 1,583 nursing 
schools in the United States which are clas- 
sified by the committee as a few very good 
ones, a few very poor ones and the major- 
ity which are neither good nor poor. Those 
which are connected with the University are 
among the best. This includes those schools 
which have access to the University facul- 
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ties, particularly the faculties of medical 
schools. The mediocre schools mentioned 
are those subordinate to the needs of hos- 
pitals who place the entire burden of nurs- 
ing service on student nurses. Only two 
per cent of the schools in the United States 
are controlled by Universities ; most are con- 
trolled by hospitals. Quoting from the re- 
port: “While hospitals practically train most 
of the graduate nurses, they employ but very 
few of their graduates in their services, us- 
ing instead nursing students.” 

The remedy proposed is to stop the “over- 
production” of nurses by closing most of the 
training schools. There is a movement of 
graduate nursing back into the hospitals 
which if it continues on any large scale will 
mean the salvation of the nursing profes- 
sion. The employing of graduate nurses in 
hospitals to replace students and practical 
nurses and attendants will, of course, mean 
better nursing for patients. Fewer nursing 
schools, which could be accomplished by the 
elimination of the inefficient ones, would re- 
sult in better training. The committee also 
advocates the registration and licensing of 
all competent graduate nurses by the state. 

The complete report of the committee 
published under the title of ‘Nursing 
Schools Today and Tomorrow,” is a vol- 
ume that should be taken seriously. It 
covers almost a decade of unbiased investi- 
gation. 


’ 





ACCIDENTAL DEATH 


He had a prophylactic bent 
And led a sterile life, 

Had hygienic children and 
A sanitary wife, 

Lived in a fumigated house 
And wore aseptic suits, 

Ate germicidal food and smoked 
Denicotined cheroots. 


His milk was always pasteurized, 
He drank denatured water, 

He ne’er forgot to swat the flies, 
Mosquitoes he would slaughter. 

He screened his doors and windows, 
His office disinfected : 

Against microbes of every kind 
He felt himself protected. 


He exercised, he slept by rule 
And timed his every breath, 

His health was excellent and he 
Defied disease and death. 

His plan was admirable, no doubt, 
Alas, the measly luck! 

He went out and got run over 

By a ten-ton power truck. 


—Victor LEvINE in Nebraska Medical Journal. 
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Easy 
Chair 


EY FICIENCY 


Two things (there may be others) make 
for efficiency, namely, technics and organi- 
zation. There have appeared recently two 
thought-provoking books which throw con- 
siderable light on the subject, one ‘“Tech- 
nics and Civilization,” by Louis Mumford, 
and “Freedom versus Organization,” by 
Bertrand Russell. The former traces the 
evolution of tools and machinery from the 
tenth century. The latter is concerned prin- 
cipally with the nineteenth century, its po- 
litical and economic course. Both, it is ap- 
parent, deal with subjects of vital interest to 
the present generation. While the nine- 
teenth century and the first third of the 
twentieth century have witnessed the great- 
est development in machinery, the mecha- 
nization of industry, this progressive move- 
ment had run a fitful course long before the 
invention of the steam engine by James 
Watt in 1776. The evolution of technics 
had progressed a long way in advance of 
organization. The latter is a matter largely 
of the nineteenth and twentieth centuries. 
Mumford makes a distinction between the 
tool and the machine. The tool is the 
smaller instrument which demands great 
personal skill in its use. The machine tends 
in its evolution to become automatic. One 
implies skill on the part of the worker; the 
other tends to eliminate the worker alto- 
gether. 








* ok Ox 


Some industries, such as those engaged in 
manufacturing, depend upon both technics 
and organization; others, such as merchan- 
dising, are largely concerned with organiza- 
tion. Probably the most outstanding ex- 
ample of the first is the manufacture of 
the automobile, and of the second, the chain 
store. If we compare the automobile of 
today with that of ten or fifteen years ago, 
the effect of efficiency in production will be 
at once apparent and there is no gainsaying 
but that the chain store is more efficient than 
the old corner grocery. It is cleaner, with 
its goods more attractively displayed ; cheap- 
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er, owing to the economy effected by or- 
ganization. It has, however, transformed 
independent citizens into employes and 
thousands of grocers have been entirely 
eliminated from the business. 

Technics has had the effect of eliminat- 
ing men from the highly mechanized in- 
dustries. The invention of the electric clock 
with its synchronizing motor (not made by 
clockmakers at all) has eliminated multi- 
tudes of skilled clockmakers. In other 
words, technics has had the effect of elimi- 
nating skilled, and turning them, where they 
are employed at all, into unskilled workers. 

One effect of both technics and organiza- 
tion is to eliminate the human element in 
industry, not entirely, but to the extent that 
today millions have been thrown out of em- 
ployment with no prospect for the future. 

The socializing process, wherever applied, 
calls for organization, which in turn means 
economy and diminished employment of the 
human element. This article must not be 
construed as unalterably opposed to the prin- 
ciple. It is not. There are certain services 
that are best performed by the state, among 
them primary and secondary education, and 
yet we have it on good authority that 3,500 
teachers in this state have been thrown out 
of employment during the past five years, 
the operation of public utilities is another 
matter which may be performed by the state 
with advantage, inasmuch as private cor- 
porations tend to operate them, with all the 
evils of a monopoly. 

* *K OX 

We are led to wonder how the medical 
profession by and large would be affected 
by organization into groups about a medi- 
cal center. Such organization process could 
be carried on doubtless with greater efh- 
ciency with the doctor an employe of an or- 
ganization. Possibly the quality of the ser- 
vice rendered might be as good as any one 
could wish. Probably not. This is a mat- 
ter of opinion which we will not offer. But 
what about the number of physicians who 
would not be required? The medical pro- 
fession of the United States have been ac- 
cused of resisting progress, a charge, how- 
ever, that cannot be substantiated when we 
consider the high standards of American 
Medicine. Besides, the members of the pro- 
fession as a whole have never shown a lack 
of social responsibility. Is the thing they 
are accused of resisting, really progress? Do 
they not feel that their very existence is be- 
ing threatened? Or is it possible that they 
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fear that the introduction of any arrange- 
ment whereby they do not entirely control 
their work will subject them to bureau- 
cratic domination? 

There is a feeling among a great many 
members of the medical profession that the 
demand for socialized medicine, or what- 
ever it may be called, is the work of propa- 
gandists financed by men of wealth with ill- 
advised philanthropic motives. It would be 
well if too much were not taken for granted, 
however, and a first hand investigation were 
made by the medical profession itself. Any 
demand for a change in the kind of medi- 
cal care available should come from the 
people themselves. They should not be “ed- 
ucated” (we use the term advisedly) to de- 
mand a change. However, it is the duty of 
the medical profession to ascertain the will 
of the people and to endeavor to meet their 
wishes, where reasonable and possible. 

Humanity by and large usually obtains 
what it really wants, but not necessarily by 
special legislation. It wanted temperance. 
It was given prohibition, which, after a trial, 
was rejected. Yet, who in his serious mo- 
ments will not agree that civilization wants 
temperance as much as ever? The New Era 
demands that there must be a greater dis- 
tribution of those basic comforts which are 
necessary to live before one can live well. 
Rugged individualism is losing the impor- 
tance it once held. Over three-quarters of 
a century ago, Tennyson, with prophetic vi- 
sion, wrote, “The individual withers and 
the World is more and more.” Every phy- 
sician as well as every other thoughtful per- 
son realizes this. What he objects to is that 
any doctrinnaire formula should be foisted 
on him as a panacea. Legislation must be 
the outcome of the needs of the people. It 
must not be in advance of their thinking in 
mass. Such has been the development of 
common law. It has, in every age, reflected 
the customs and bona fide needs of the peo- 
ple. 


* * * 

If efficiency, however, is to mean the 
greatest possible accomplishment with the 
minimum of human effort, is it not possible 
that efficiency carried to the extreme may 
defeat its own ends, namely, service? In 
such an event, who can afford that service? 
Insecurity breeds fear. Independence, even 
though it is independence at a level-that does 
not look to opulence, produces a contented 
mental state, and is not a contented people 
the greatest asset a nation can possess? 
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COMMON SURGICAL INSTRU- 
MENTS* 


The oldest mechanical aids of the healing 
art are surgical instruments. Probably all 
groups of mankind have used them, and 
many types of instruments are known. In 
their pattern and construction, they indi- 
cate the ingenuity of their users and reflect 
the extent of surgical knowledge at dif- 
ferent periods. 


Concerning the origin of the earlier sur- 
gical instruments, we have no knowledge. It 
seems likely, however, that they appeared 
as modifications of the household or hunting 
implements of primitive man. Of the old 
Stone Age artefacts which remain, all are 
of such durable materials as bone and stone. 
Among the oldest of the finds are cutting 
or scraping edges and pointed chips. Finer 
technics of working stone in the later Stone 
Age periods resulted in instruments not only 
of greater precision, but also of more varied 
patterns. It is difficult to reconstruct the 
uses to which certain of these were adapt- 
ed. Trephined and cauterized skulls indi- 
cate that surgery was practiced, though ab- 
solute identification of the instruments used 
is not possible. It seems certain that the 
predecessors of the modern surgical knife, 
lancet and saw must have had their origin 
in the flint and bone tools of prehistoric 
time. 

Among the primitive people of today or 
of the more recent past, the Australian, the 
African Negro, the Eskimo and the Amer- 
ican Indian have been living in Stone Age 
conditions. In addition to the cutting and 
scraping tools of quartz, flint, obsidian and 
bone, implements provided in the natural 
state by the environment were used. Knives 
were made of shell or fire-hardened wood. 
Needles were known and were made of 
thorns, cactus spines or bone splinters. 
Splinters of bone or the teeth of animals 
served as perforating instruments, while 
such materials as horn, wood and reeds en- 
tered into the construction of probes and 
~ *Historical contribution on methods and devices that have 


aided in the evolution of the science and art of Medicine 
and Surgery. 
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cannule. Glowing coals from a fire pro- 
vided a cautery. Though the surgical ar- 
mamentarium of the prehistoric man may 
have been as extensive as that of more re- 
cent people, only the imperishable cutting 
implements have remained. 

The transition from Stone Age imple- 
ments to those made of metal is known to 
us, both from the Aztecs and Incas at the 
time of their first contact with white civili- 
zation and from the early Egyptians. In 
each of these cases, the early bronze tools 
bore a resemblance to those made from 
stone. The change in material, however, 
permitted tools to be lighter and to be more 
easily hafted. The earliest bronze or copper 
surgical tools known are knives and tweez- 
ers. Though the latter are known to us only 
as metal instruments, they may have been 
preceded by some sort of non-metallic tool 
which has not persisted. 

Written records indicate that the Egyp- 
tians and also the Jews of the early Bibli- 
cal period used sharpened stones for per- 
forming the operation of circumcision, and 
the use of stone instruments was continued 
as a ceremonial custom, even after bronze 
instruments came into use. Our precise 
knowledge of surgical instruments, how- 
ever, begins with the Egyptians and Baby- 
lonians of four thousand years ago. Incised 
reliefs on the walls of Egyptian temples re- 
veal pictures of a number of surgical instru- 
ments, while a few actual bronze instruments 
have persisted to the present. These show 
that the general development was consider- 
ably advanced at that time. Such copper or 
bronze instruments as knives, forceps, chis- 
els, drills, probes, hooks and needles were 
admirably adapted to the simpler types of 
surgical procedure. The knives were par- 
ticularly well constructed. Both the simply 
ornamented straight or hooked handles and 
the well formed curved or straight blades 
molded from a single piece of bronze were 
as adequate for surgical purposes as any 
prior to the nineteenth century. The an- 
cient Hindus, according to the sacred books 
of India and the later accounts of Sus- 
ruta, had evolved metal instruments of sim- 
ilar precision. 

There was no abrupt transition in pattern 
from the early metal instruments to those 
of the Graeco-Roman period. Though the 
Greeks, since Homeric days, had been fa- 
miliar with iron and even steel in the con- 
struction of tools, the tradition of making 
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surgical instruments of bronze persisted. 
Varying properties of hardness and color 
were given to the hand-forged instruments 
by the addition to copper of small amounts 
(less than 15 per cent) of tin, zinc or lead. 
Other materials, such as silver, lead, bone 
or flint, were very rarely used. Iron was 
the material ordinarily used in the cautery, 
one of the most common of surgical imple- 
ments. Iron and steel were likewise used 
in the blades of surgical knives, but, when 


so utilized, the blade of the knife was in-. 


serted into a handle of bronze which itself 
bore some resemblance to the shape of a 
knife blade. A bronze handle of such a 
shape attached to a steel blade apparently 
preserved for the implement the curative 
virtues which the ancients thought resided 
in the bronze material. It also served as a 
blunt dissector. | 

Two instruments were frequently com- 
bined as one. In addition to the knives with 
handles for blunt dissection, probes were 
frequently devised with one end blunt and 
the other end sharpened. In some cases, 
the two extremities differed in character, 
having rounded knobs, olivary enlarge- 
ments, notched ends or needle eyes. Fre- 
quently, one end of an instrument repre- 
sented a probe while the other carried a 
small spoon used for measuring medicine, 
for retracting the edges of a wound, for 
cleaning wax from the ears or as a curette. 
Either in combined forms or as separate 
instruments, spatulz, 
eyed probes or grooved directors were com- 
mon. Many types of surgical needles— 
straight, curved and slightly bent—cutting 
needles, three-cornered needles and round 
ones were in use. For grasping organs to 
be incised and for separating the edges of 
wounds, a variety of sharp or blunt hooks 
was employed. Many types of scalpels, bis- 
touries and lancets date from the Graeco- 
Roman period. One of the most common 
scalpels was a pointed, single-edged instru- 
ment having a remarkably bellied or convex 
blade; others were straight or had upturned 
tips. Spear-shaped lancets were numerous 
and some were provided with guards to pre- 
vent phlebotomy incisions from being too 
deep. Bistouries were either blunt or 
pointed. Blades of varying sizes and lengths 
were adapted to such uses as lithotomy, the 
removal of polypi, surgery of the tonsil and 
of fistula. Such instruments were either all 
bronze or were steel with bronze handles. 


tongue depressors, 
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Forceps and pincers of many types were 
available to the surgeon. Pincers were 
made by bending a single strip of metal till 
the two extremities were parallel or by di- 
viding a piece of bronze by a saw cut in 
such manner as to produce the two blades 
of the pincers. The jaws were either broad 
or narrow, finely-toothed or pointed, and, 
depending upon shape, size or strength, were 
used for epilation, as polyps forceps or as 
a general grasping instrument. The jointed 
type of forceps was a common instrument 
which, according to its strength, could be 
used for extracting teeth, for work on frac- 
tures or for extracting arrow heads and 
foreign bodies. Though scissors were known 
in ancient times, they do not seem to have 
been used in surgery, their place being taken 
by instruments similar in shape to sheep- 
shears. The saws in use were small, knife- 
shaped, toothed instruments suitable only 
for minor amputations and for work on 
bony splinters. Bone drills consisted of a 
rod of bronze having a toothed auger at 
one extremity. When a leather bowstring 
was looped around the drill, the latter could 
be rotated by saw-like movements on the 
bow. 

Among the other instruments which are 
known from the Graeco-Roman period, both 
from actual specimens recovered from an- 
cient graves and from descriptions by Greek 
writers, are elevators for raising depressed 
fragments of bone, needle holders, cannulz, 
tonsillotomes, cataract needles, vaginal and 
rectal speculz, catheters, syringes, aspira- 
tors, cranioclasts, dental instruments and 
bleeding cups. The instruments were well- 
balanced and were as light and slender as 
the strength of the material atlowed. When 
instruments were jointed, the juncture was 
similar to the aseptive joint of today. The 
ornamentation, though limited to circular 
rings or spiral grooves on handles, was ef- 
fective. The instruments were too small for 
major amputations and were not adapted to 
certain types of abdominal surgery, though 
they do indicate that a wide variety of sur- 
gical procedures was handled—blood let- 
ting, the lancing of abscesses, the removal of 
tumors and the treatment of fractures and 
hernia. The many types of forceps and 
knives which are known assure us that 
specific tools were devised for such special 
fields as surgery of the eye, nasal cavity, 
mouth, rectum and genito-urinary tract. 

As the Roman period gave way to the 
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Byzantine and finally to the period of Arabi- 
an intellectual dominance, surgery became a 
minor field in medicine and a socially in- 
ferior occupation. In the early eleventh cen- 
tury, the Moorish physician, Albucasius, at- 
tempted to make Arabian surgery as effec- 
tive as that of the Greeks, and our knowl- 
edge of Arabian instruments is derived 
almost entirely from illustrations by Albu- 
casius. The actual iron instruments of the 
Arabs have not withstood rusting, though 
similar instruments are not unknown among 
modern Arabian folk physicians. Forceps, 
knives and saws underwent minor modifi- 
cations in form, and scissors rather than 
shears were used as cutting instruments. 
Triangular and curved knife blades peculiar 
to the Mohammedans supplanted, in many 
cases, the more efficient shapes of the Grae- 
co-Roman instruments. A bizarre Islamic 
pattern replaced simple ornamentation. In 
general, it appears that the Arabian phy- 
sicians adopted the pattern of Graeco-Ro- 
man instruments, modfied them in countless 
minor ways, but made no essential advance 
either in designing old instruments or in in- 
venting new ones. 

. With the transfer of Greek and Arabian 
medical knowledge to southern Europe in 
the eleventh to thirteenth centuries, attempts 
were made to devise surgical instruments 
similar to those of the Greeks and Arabs. 
Iron was the chief material used. During 
this period, the surgeon was considered in- 
ferior to the physician, as he had been 
among the Arabs. Most surgery, in fact, 
was performed by barbers, who were em- 
ployed chiefly for bloodletting. The arma- 
mentarium of the barber surgeon was modi- 
fied by three influences: the artistic Renais- 
sance, the invention of firearms and the in- 
creasing knowledge of anatomy. Renais- 
sance craftsmen adorned instruments with 
carvings and with elaborate ornamentation. 
Ivory handles and gilt decorations were 
added to instruments, making them difficult 
to clean, but not increasing their efficiency. 
The use of firearms created a new surgical 
problem in the removal of musket balls and 
in the treatment of shattered members. In 
place of the small saws of the ancients, 
larger bow saws of a sort used for centu- 
ries by carpenters became important in major 
amputation. The increasing knowledge of 
anatomy during the fifteenth and sixteenth 
centuries led the way toward increasingly 
daring operations. A great variety of high- 
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ly ornamented instruments thus came into 
use. The trephine drill, instead of being 
operated by a bow, was adapted to a brace 
similar to that used now by carpenters. The 
ligation of arteries by Paré led to the use of 
trajectoria for lifting the artery into view 
for ligation. Occasionally, forceps were 
used for this purpose, particularly one 
known as the bec de corbeau (crow’s beak). 

The seventeenth century saw the intro- 
duction of the trocar and the tourniquet 
bandage as well as instruments for the ex- 
traction of bullets. The screw tourniquet of 
Petit came into use in the eighteenth century 
as did the aneurism needle. At this time, 
phlebotomy was the vogue and many phleb- 
otomes, including even automatic lancets, 
came into temporary use. A wide assort- 
ment of standard instruments was now 
available. Knives, scissors and forceps were 
made in various sizes, were curved, angled 
or straight, were pointed or blunt and were 
adapted to dozens of special uses. 

By the mid-eighteenth century, barber 
surgeons were succeeded by medically 
trained surgeons. A multiplicity of surgical 
instruments for use in special operations on 
the eve, urinary tract, trachea and abdomen 
was devised. By the nineteenth century, 
the excessive ornamentation characteristic 
of the post-renaissance period was rarely 
evident. 

Early in the nineteenth century, three ad- 
vances were made in the manufacture of 
surgical instruments. An alloy of copper, 
nickel and zinc known as German silver was 
introduced in 1830, and this became used in 
the manufacture of surgical instruments 
shortly afterwards. In 1837, the electro- 
deposition of nickel and other metals by 
the long continued action of electric current 
was discovered, and before the middle of 
the century, a number of practical processes 
for nickel-plating instruments arose. The 
discovery of the vulcanizing of rubber in 
1839 rendered an almost unknown material 
of tremendous importance both in the pro- 
duction of flexible instruments, such as the 
elastic tourniquet and rubber catheters, and 
in the utilization of hard rubber handles on 
instruments. 

The discovery of general surgical anes- 
thesia in 1844 decreased the difficulties of 
the surgeon and allowed a greater variety 
of surgical procedure, as did the develop- 
ment of antiseptic surgery after 1865. This 
latter development revolutionized the manu- 
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facture of surgical instruments by requiring 
that they be easily sterilized. Nickel-plated 
instruments forged of one piece of steel 
came to supplant those having wooden or 
ivory handles with cross-hatched or orna- 
mented surfaces. Saws were constructed of 
one piece and simplicity in construction be- 
came the keynote of surgical instrument 
manufacture. A few years before the de- 
velopment of antiseptic surgery, articulated 
scissors and forceps which could be separat- 
ed at their pivot had been devised. The 
chain saw and the circular saw also came 
into use at this time. In 1850, the écraseur 
was invented by Chassaignac. During the 
latter half of the nineteenth century, the 
electrical current became adapted to surgical 
purposes, first as the galvano-cautery and 
later associated with the surgical motor and 
a group of specialized instruments. 

Since the middle of the eighteenth cen- 
tury, pincers which could be locked by a 
catch had been occasionally used. . The 
French surgeon, Péan, in 1874, devised for- 
ceps with narrow grooved blades and a 
catch near the handle, a modification of the 
older bullet extracting and bec de corbeau 
forceps. These he used to clamp bleeding 
vessels, leaving the clamps in place for a few 
minutes to several days till the vessel no 
longer bled. Thus he avoided the use of the 
ligature. The hemostatic forceps have be- 
come indispensable, though Péan’s original 
method has been supplanted by the practice 
of ligating vessels which have been clamped 
temporarily by hemostats. In place of hooks 
for separating the edges of an incision, large 
shiny metal retractors capable of reflecting 
light into a wound, and, in the present cen- 
tury, self-locking retractors became com- 
mon. About 1913, safety razor blades be- 
gan to be used for making surgical incisions 
and this practice led to the manufacture of 
scalpels with detachable, ready sharpened 
blades. 

The modern surgeon may obtain a be- 
wildering number of surgical instruments 
devised for practically any conceivable pro- 
cedure. Those, however, which make up the 
armamentarium of any surgeon, regardless 
of his specialty—the common instruments— 
are mostly very old in their fundamental de- 
sign. Countless ages have molded them into 
efficient shapes and the best craftsmanship 
and materials of the century make them 
dependable. 
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HEALTH INSURANCE IN GREAT BRITAIN 


“In discussing national health insurance,” Dr. 
G. C. Anderson, Medical Secretary of the British 
Medical Association, said: “We face a disagreement 
at the outset. What we in Great Britain term 
‘medico-sociology,’ the Americans call ‘medical eco- 
nomics’ and I am by no means sure the two are 
synonymous. 

“We are inclined to think that the atmosphere 
over there is too highly charged with personal an- 
tagonism for the calm elucidation of truth. It seems 
quite evident, too, that the opponents of a health 
insurance plan fail to distinguish between ‘sociology’ 
and ‘socialism.’ 

“Soon or late, I predict, every modern civilized 
community must acknowledge its duty to make pro- 
vision for the health of its members if they cannot 
secure it for themselves. In America and elsewhere, 
there are large numbers who suffer from this 
disability. 

“T think that, after twenty-two years, we may be 
said to have passed the experimental stage in Great 
Britain and are able to evaluate the merits and de- 
fects of our health insurance plan. That it has 
some defects may be freely admitted, but they are 
emphatically not those which the A. M. A. has 
thrust into the foreground. 

“Chiefly, the A. M. A. and its members who op- 
pose national health insurance allege that it has 
proved to be a failure and detrimental to the inter- 
ests of both profession and public. It is said that 
the so-called ‘panel system’ has tended to stifle ini- 
tiative and reduce all professional service to the 
same level of mediocrity. 

“Nothing could be farther from the truth. In the 
first place, only about 17,000,000 persons, say one- 
fourth of our total population, are insured. No one 
earning more than the equivalent of $1,250 a year 
may participate. Nor does the act yet extend to the 
dependents of the insured. That leaves a vast num- 
ber of possible patients for those physicians who do 
not elect to serve under the panel system. 

“In the second place, perfect freedom of choice— 
on the part of the patient to choose his doctor and 
the doctor to accept or decline insured persons— 
would guarantee against any ‘stifling’ of initiative. 
Those medical men interested purely in research or 
in the specialties simply follow their practice and 
do not apply for service on the panel. Harley street 
and all it stands for is not affected. 

“As a matter of fact, most of our physicians are 
eager for panel service. The monetary return per 
patient may not be great but it has meant a con- 
tinuing income, especially during a period of de- 
pression, for many general practitioners in the 
harder-hit areas. Without such steady income, many 
would have found it difficult to earn a living by the 
exercise of their profession alone. 

“From the viewpoint of the public, the insurance 
act has been equally successful and any attempt to 
represent it as being otherwise proceeds from a mis- 
apprehension of the facts. When the Lloyd George 
government proposed the plan in 1912, there was 
violent opposition both by profession and_ public. 
Nobody wanted it. 

“Employes and employers who were together to 
defray the cost by purchasing weekly stamps and 
affixing them in the insurance books, were vocifer- 
ous in their protests. Some witty manufacturer put 
on the market a highly popular little stamp moisten- 
er in the form of a china bust of Lloyd George with 
a moist sponge for a tongue! 

“All that is in the past, now. Even in a time of 
depression, with those who are working receiving 
considerably lowéred wages, there are no protests. 
The benefits of the scheme are evident to the public 
and the public pays its share cheerfully. 
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“The allegation that the British medical profes- 
sion is dissatisfied with the operation of the act 
is completely refuted by official resolutions of the 
B. M. A. and the Conference of Panel Committees 
which were unanimously adopted several years ago 
and have been reiterated from time to time. The 
sentiment has been repeatedly expressed that the 
benefits resulting from the act have been sufficient to 
warrant its continuance and improvement. The pro- 
fession now favors its extension to include all de- 
pendents of the insured workers. It holds, too, that 
the Poor Law domiciliary service should be merged 
into the national health insurance scheme. 

“It is somewhat amusing to recall the contention 
of the A. M. A. that the changes proposed for 
America are ‘socialistic’ and therefore objectionable 
Amusing, because in this country the profession re- 
gards compulsory contributory insurance as a bul- 
wark against the really socialistic movement to pro- 
vide advice and treatment by means of a whole-time 
salaried service! 

“As we understand the situation over there, the 
A. M. A. considers the present state of medical 
service to be reasonably satisfactory or, at least, is 
shortly to become so by the action of the medical 
profession itself. Were this true, there would 
scarcely be heard the increasing clamor for a 
change. Nor is the profession demonstrating that 
it is correcting or is about to correct the deficiencies 
proved to exist. 

“When national health insurance was first pro- 
posed for Great Britain, the medical profession was 
outspoken in its opposition, just as is the A. M. A. 
and those for whom it elects to speak. 

“But we quickly found it wise to change our tac- 
tics. The measure seemed inevitable and we re- 
solved to get behind it, counselling with the govern- 
ment and sceing to it that several vital principles 
were incorporated in order to protect the interests of 
the profession and public. We found the govern- 
ment then and since always amenable to reason. 
The act has been modified from time to time but the 
approval for the amendments was always sought 
from the medical men themselves. 

“The British system has some defects, to be sure. 
Perhaps the chief difficulty to satisfactory adminis- 
tration will never arise in America. You may start 
to build from the ground up. But here, we had to 
deal with a number of long established private in- 
surance societies which could not be swept out of 
existence. These had to be incorporated into the 
scheme and are known as the ‘approved societies’ 
through which the act is largely administered. The 
machinery is thus rendered awkward and clumsy. 

“Experience has indicated the foundation princi- 
ples on which any plan of national health insurance 
should be erected. 

“First, I should say, any scheme for the provision 
of medical advice and treatment should be separated 
as completely as possible from insurance provisions 
for cash payments of any kind, to insured persons. 

“Second, provision for a full medical service— 
including the specialties and institutional care—and 
not limited to the general practitioner, as in Great 
Britain, should be made. 

“Third, the right of all medical practitioners to 
be members of the service should be secured. 

“Fourth, there should be no interference between 
doctor and patient when once this relationship has 
been brought about. 

“Fifth, the profession itself should be given an 
appropriate part in the administration of the plan 
and such administration should be through topo- 
graphical organizations, not through a multiplicity 
of ‘approved societies.’ 

“These seem to us to be the essential bases for a 
workable plan, though other considerations readily 
suggest themselves: attention to the prevention of 
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disease as well as to the relief of individual suf- 
ferers; the inclusion of every individual in the com- 
munity as a beneficiary of the measure; the incor- 
poration of all ancillary services, including dental 
care. 

“Many of these measures still are to be incorpo- 
rated into the British system. It would be foolish 
as well as futile to assert that we are thoroughly 
satisfied with the present act and its administration 
in every detail. But we are certainly convinced of 
the wisdom of pioneering in the field of medico- 
sociology and believe that, in the course of two dec- 
ades, despite the handicaps of war and depression 
we have taken several mighty strides toward the at- 
tainment of our goal. 

“An individual or organization which misrepre- 
sents this attitude is either ignorant of, or malicious- 
ly blind to, the facts.” 

Interview which appeared in the 
Detroit News, September 29, 1934. 





Will it be rugged individualism or ragged collec- 
tivism? We've taken better care of the idiot than 
we have of the genius. We have coddled the moron 
and starved the intelligent. Those with the divine 
Spark we have neglected, while we have lavished 
money and training upon the pinheads. Social legis- 
lation begs the unfit to become more unfit and 
cordially invites the fit to stop the struggle and vege- 
tate. 

G. B. Cutten, 
President of Colgate University. 





BRIGHT’S DISEASE 


Doctor Richard Bright* of Guy’s 
Had several patients large in size. 
Their legs were swollen as could be; 
Their eyes so puffed they could not see. 
To this edema Bright objected, 
And so he had them venesected. 
He took a teaspoon by the handle, 
Held it above a tallow candle, 
And boiled some urine o’er the flame 
(As you or I might do the same). 
To his surprise, we find it stated, 
The urine was coagulated. 
Alas, his dropsied patients died. 
Our thoughtful doctor looked inside: 
He found their kidneys large and white, 
The capsules were adherent quite. 
So that is why the name of Bright is 
Associated with nephritis. 
Round the Fountain 
Disrespectful Ditties 





SANTA CLAES 


Come a’ ye chaps wha’s crazy wi’ materialistic stuff, 

Yer fu’ o’ dough that’s sordid, an’ yer a’ways in a 
huff, 

Yer temper’s like a storm o’ wind, nae matter how 
it blaws, 

Bit, in spite o’ a’ yer grum’lin’, 


there is a Santa 
Claus. 


Then come, ye grouchy sinners, that’s i’ sic aw’fu’ 
mood, 

~~ a turkey dinner, it’s fine auld Christmas 
ood, 

Hang oop yer stockin’ by th’ lum, hae yer candles a’ 
ablaze, 

Gi’ th’ bairns a’ some fun—there is a Santa Claes. 

Aye—there is a Santa Claes. 
WEELUM 


*Dr. Richard Bright was born in Bristol, 
1789. He located in London. 
the staff of Guy’s Hospital. 
known. 


England, in 
where he was a member of 
His work on the kidney is well 
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Medical Association. 





ARTICLE 2—PURPOSE 


Section 1. The purposes of this Society are to promote the science and art of medicine, the 
protection of public health and the betterment of the Medical Profession; and to unite with simi- 
lar organizations in other States and Territories of the United States to form the American 





CHRISTMAS 1934 


Another Christmas approaches and your 
officers join in wishing each fellow mem- 
ber, each reader of this JoURNAL, a day of 
joyousness with family and friends. 

The New Year follows close. We are no 
soothsayer and the bravest must hesitate to 
predict what this new year, with its un- 
usual and special problems, social and finan- 
cial, will bring forth. 

We may look back, however, at the year 
just past, with a degree of satisfaction. 
From many quarters came, at the beginning 
of the year, most gloomy forebodings. These 
have not come to pass. Today the pessi- 
mists are fewer in number and less vocifer- 
ous. Our organization in intact. We are 
financially in better shape. The esprit de 
corps has been maintained. The individual 
doctor has happily adjusted himself, for the 
most part, to the changing conditions. He 
has, as always, given of himself largely in 
the care of his distressed patients, but chaos 
has given way to system and there has been 
less actual suffering among his clientele for 
the lack of food or clothing. 

When one considers the magnitude and 
complexity of the problem it must be con- 
ceded that the state committee for the 
FERA has handled the job surprisingly 
well. Doctors throughout the state have 
been at great pains to cooperate, and on the 
whole the medical service has been reason- 
ably satisfactory to both the profession and 
the patient, a situation by no means uni- 
versal throughout the nation. 

We face the new year courageously. We 
are prepared to meet reasonable social 
changes even though they may vitally affect 
some of our traditions and our personal in- 
terests, if only they are truly to be for the 
general and distinct advantage of the citi- 
zens of our community and our state. But 
we are prepared, too, to vigorously protest 
injustice, ill advised, visionary medical- 





social schemes should such present them- 
selves. 

But the serious problems may well be set 
aside for this brief holiday period. It is the 
time for renewing old friendships and for 
making new ones, for the enjoyment of 
family and fireside. Christmas is almost 
upon us—““PEACE ON EARTH, GOODWILL TO 
MEN.” 


To all of you GREETINGS and a MERRY 
CHRISTMAS. 





POSTGRADUATE CLINICS 
AND CREDITS 


Most satisfactory has been the response 
to the Clinics held weekly at the*three cen- 
ters now operating. There is general agree- 
ment that these are the best teaching Clinics 
ever presented out-state through the joint 
effort of the State Medical Society and the 
University of Michigan. The attendance 
has on each day taxed the accommodations 
available in each of the centers. 

At the recent annual meeting, the Com- 
mittee on Postgraduate Education recom- 
mended that credit be given for postgrad- 
uate attendance. What form this will take 
has not yet been decided. Meanwhile, will 
each attending member be good enough to 
send to Doctor Bruce memoranda of courses 
taken during the past four years other than 
in Ann Arbor and Detroit, of which we 
have record? 





KENT COUNTY MEDICAL 
SOCIETY’S PLAN RECOGNIZED 


In 1932 the Public Relations Committee 
of the Kent County Medical Society, after 
a thorough fact-finding study of local con- 
ditions, proposed a plan for equitable com- 
munity and professional participation under 
the title “Community Responsibility in Pro- 
viding Adequate Medical and Hospital Care 
for the Indigent and Reducing the Cost of 
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Such Care for Persons in the Lower FEarn- 
ing Brackets.” 

The Society failed in its effort to “sell’’ 
the plan to the community, but no good 
work is ever lost, as the following letter in- 


dicates: 
District of Columbia 
Health & Hospital Council 
November 12, 1934. 
Michigan State Medical Society, 
Grand Rapids, Michigan. 
Gentlemen: 

You will be particularly interested to note that 
effective January 1 a plan involving many of the 
essential elements contained in the Report of the 
Public Relations Committee of the Kent County 
Medical Society as of April, 1932, will be inaugu- 
rated in Washington, D. C. 

A Central Admitting and Medical Service Bureau 
will go into operation on January 1. The plan is 
intended to be all-inclusive in scope and handles all 
indigent or part-pay cases, whether they be financed 
by public agencies, which is the Department of Pub- 
lic Welfare, or the Community Chest. I have suc- 
ceeded in having the Community Chest finance the 
plan for one year. 

A Supervising Committee, which controls the 
policy and operation of the Central Bureau, consists 
of four members of the Executive Committee of the 
Community Chest, a representative of the Hospital 
Superintendents Association, a Director of Public 
Welfare of the District of Columbia, a member of 
the District of Columbia Dental Society chosen by 
that Society and eight members of the District of 
Columbia Medical Society chosen by that Society. 

I am particularly anxious at this time to secure 
twenty-five copies of the Report of the Public Rela- 
tions Committee of the Kent County Medical So- 
ciety. We will be pleased to pay for these copies 
if any expense is involved in obtaining them. 

We are rushing the details of organization 
through and it is highly essential that the above 
mentioned copies be obtained as quickly as possible. 
Your cooperation will be greatly appreciated and we 
shall be happy to reciprocate in the future. 

Sincerely yours, 
(Signed) Ross Garrett, Coérdinator. 





“DOCTORS, DOLLARS, 
AND DISEASE” 


A radio program presented Monday 
nights, WABC chain, by the National Ad- 
visory Council on Radio in Education. This 
organization is officially non-commercial and 
non-partisan, but the latter cannot be said 
of its Public Health Committee, which is re- 
sponsible for this program. The American 
Medical Association sees in the personnel of 
this latter committee the Majority Commit- 
tee on the Cost of Medical Care and looks 
upon the program as sheer propaganda for 
the socialization of medicine. 

An editorial in the October 27 Journal 
of the American Medical Association says 
of the speakers, “It calls the roll of agitators 
from the Committee on the Cost of Medical 
Care.” Listen in! They are no amateurs, 
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these speakers, and from these talks you 
may definitely determine whether there is a 
real need for defensive action. It will be 
to our advantage if, through these broad- 
casts, we discover that there are certain 
weak points in our line of defense. At any 
rate, listen in! The speakers are men and 
women of reputation. They represent vari- 
Ous groups whose influence may have a dis- 
tinct bearing on the future of the medical 
profession and by listening we may decide 
for ourselves whether the concern of the 
American Medical Association is justified. 





THE CHOICE 


The real reason why organized medicine 
in Great Britain and the great percentage of 
the population now express more or less of 
approval of insurance is because it is now an 
accomplished fact. 

The nation has now progressed too far 
along the road. There is no turning back. 
The United States is not now where Eng- 
land stood in 1911. It is ina far more favor- 
able position to choose the road it will fol- 
low. It has developed methods of meeting 
the problems of medical care that are far in 
advance of those existing in England at that 
time. 

We can still choose, but we must choose 
the road we will take and, having chosen, 
we must follow it: After the choice is made 
and institutions established, vested interests 
are created and political forces set in mo- 
tion. It is then extremely difficult, if not 
impossible, to reverse the direction of the 
movement. 

We must face the fact that if we enter 
upon this road there is little if any reason to 
believe that we can avoid the evils and take 
only the good of health insurance. 

If we decide to take the other road, to 
continue the practice of medical principles 
which have proved their value through so 
many centuries and to develop into an or- 
ganized whole all the resources of private 
and institutional medical facilities and public 
and preventive medicine, we will have be- 
fore us all the possibilities of flexible growth 
and development which are closed to us if 
we enter upon the closely walled road of in- 
surance institutions. 

If the medical profession of the United 
States intends to hold fast to its resolution 
to maintain for its prime object the services 
it can render to humanity, it cannot choose 
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a road for itself—the road it chooses over 
which to carry medical care to humanity 
must be traveled by human individuals as 
well as the medical profession. That road 
should then be sufficiently open and broad to 
serve the best interests of those for whom it 
is built—the people and their physicians. 
—From a paper by Dr. R. G. Leland 
before Secretaries’ Conference at 
Chicago in September. 





CONFERENCE ON BLINDNESS 


The Annual Conference of the National Society 
for the Prevention of Blindness will be held in New 
York City December 6-8, it is announced by Lewis 
H. Carris, Managing Director. 

Dr. Edward Jackson of Denver, Colo., dean of 
American ophthalmologists, will deliver the principal 
address on the subject, “A Wide Basis for Blindness 
Prevention.” 

Among the topics that will come up for discus- 
sion at the Conference will be: the causes of blind- 
ness; sight-saving classes for children with seriously 
defective vision; prevention of eye accidents; and 
prevention of pre-natal infections which may cause 
blindness. 





CANCER SURVEY 


The following letter has been received from the 
American Society for the Control of Cancer: 
Dear Doctor Corbus: 

I presented your letter of October 17, ad- 
dressed to Doctor Rector, at the meeting of the 
Executive Committee last night. I am glad to 
say that the Committee voted to authorize Doc- 
tor Rector to make a cancer survey of the State 
of Michigan. I am asking Doctor Rector when- 
ever opportunity occurs to get in touch with 
you concerning the time at which he will begin 
the survey. He is, of course, very much occu- 
pied with other work so that I cannot tell def- 
initely when he will be free to begin the survey. 
I am very pleased that your Society has asked 
for this survey and am very glad that ours can 
make it. 

Sincerely yours, 
C. C. Lrvrez, 
Managmg Director. 





MUSKEGON COUNTY MEDICAL SOCIETY 
comes to the post first with practically 100 per cent 
paid membership dues for 1935. For the second 
year this society carries the honor. Hail, Muskegon 
County! 
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Eaton County 


The Eaton County Medical Society met at The 
Carnes-Tavern Hotel, Charlotte, September 20. 
Dinner was served at 6:30 P. M. and was followed 
by a business meeting. Dr. A. G. Sheets, acting 
chairman, in the absence of the president and vice 
president, led a short business meeting in which 
were discussed many problems of primary impor- 
tance to the physicians of this county. 

Dr. Sheets gave a report of the meeting of the 
Delegates of the Michigan State Medical Society 
at Battle Creek on September 11. Dr. C. D. Huber, 
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chairman of the Medical Auditing Committee, re- 
ported that medical welfare had risen from 4 per 
cent of the total welfare in January to 8 per cent 
in July, 1934. 

The regular order of business was resumed. 

The meeting was then given over to a review of 
the progress made in health preservation and pro- 
motion during the past year and to discussion of 
plans for health advancement in the future. 

The discussion of accomplishments and plans was 
led by Dr. Joseph W. Davis, director of the county 
health unit, which is one of five supported by the 
W. K. Kellogg Foundation. In it the director acts 
only as a coordinator and stimulator of community 
health activities. The medical profession takes a 
leading part both in planning and in carrying out 
the program. The report of progress made during 
the past year indicated that a county health unit of 
this type can be efficient. 

It was moved, supported, and carried that the 
report be accepted. 

The meeting was adjourned. 

JoHn LawTHER, Secretary. 





Shiawassee County 


After a vacation of two months, Shiawassee 
County Medical Society began its regular monthly 
meeting with a noon luncheon at Owosso Memorial 
Hospital, September 20, 1934. There were twenty- 
three physicians present. 

After a short business session President W. M. 
Taylor called on Dr. I. W. Greene, delegate from 
this society to the State Society which met at Battle 
Creek last week. Dr. Greene gave an excellent re- 
port of the proceedings of the House of Delegates, 
which was very interesting to all present. 

Application for membership having been passed 
upon favorably by the Board of Directors, Dr. J. P. 
Flanders, of Laingsburg, was elected to membership. 
Plans are being made by the program committee for 
some very interesting meetings for the coming fall 
and winter. 

W. E. Warp, Secretary-Treasurer. 





St. Clair County 


A regular meeting of St. Clair County Medical 
Society was held Tuesday, October 2, 1934, at the 
Harrington Hotel, Port Huron, Michigan. 

Supper was served at 6:30 P. M. to twenty mem- 
bers, and at the time President Armsbury called the 
meeting to order at 7:50 P. M. twenty-six members 
were present. 

Regular business was dispensed with by order of 
the Chair. Dr. Heavenrich, District Councillor, 
stated that the next meeting would be held October 
16, 1934, at the home of Dr. J. M. Robb in Grosse 
Pointe, at which time the Society would be the guests 
of Dr, and Mrs. Robb at a buffet dinner at 6:30 
P. M. and that after the dinner Dr. Robb would 
address the meeting, speaking on “Asthma.” The 
president asked how many present would attend 
this meeting and seventeen signified their intention 
to do so. 

Dr. Thomas brought up the subject of renewing 
our efforts to have the new hospital finished and 
requested the members of the Society to try to pay 
up their pledges. It was believed by those present 
that the time was inopportune to begin a drive in 
the city for payment of the pledges of citizens. Dr. 
Heavenrich stated that the Society should hold a 
joint meeting with the members of the City Commis- 
sion in an attempt to have that body take over the 
new hospital so that a Federal loan might be ob- 
tained with which to complete the construction of 
the now unfinished building. No definite action was 
taken upon the matter. 

Dr. Callery, Health Officer of Port Huron, stated 
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that the State Health Commissioner, Dr. Slemons, 
had informed him a local physician was advising 
vaccination against typhoid and asked if anyone 
present had reported any typhoid or knew of any 
cases in the city. No affirmative replies were heard. 

At the request of the Chair, Dr. Heavenrich then 
introduced the guest of the evening, Dr. William J. 
Cassidy of Detroit. 

Doctor Cassidy spoke upon the subject, “Eccen- 
tricities of Splenic Disease and Injury: Diagnosis 
and Treatment.” Dr. Cassidy emphasized many im- 
portant points in his address. The discussion was 
opened by Dr. MacKenzie, who complimented the 
speaker upon the excellence of his address. Dr. 
Thomas also discussed the subject and reported sev- 
eral interesting cases. 

Dr. Cassidy then closed the program in the usual 
manner. The meeting adjourned at ten P. M. 

GrorceE M. Kes, Secretary-Treasurer. 








WOMAN’S AUXILIARY, MICH- 
IGAN STATE MEDICAL 
SOCIETY 


Mrs. F. T. Anprews, President, Kalamazoo. 
Mrs. F. M. Doyte, Secretary, Kalamazoo. 




















Dear Auxiliary Members: 


It is with a humble and contrite heart I 
enter into the duties of the office of your 
President. 

We are still pioneers, blazing the trail, 
marking time. 

The Medical Association has always been 
a scientific organization, fighting for the 
health of their fellowmen. It is to be hoped 
they will not have to enter other fields to 
bring health and happiness to their country- 
men, but if the time comes, let it never be 
said, ‘“The wives were not ready.” 

May Christmas and the New Year bring 
the dawn of a new day full of Hope, Love 
and Charity. 

(Mrs. F. T.) CHARLOTTE ANDREWS. 





“THAT WHICH HELPS” is the motto of our very 
capable and gracious National President, Mrs. 
Robert Tomlinson, of Wilmington, Delaware, who 
called a board meeting on September 22, at Chicago, 
Illinois. 

Twenty-two members’ were 
presidents from ten States. 

Great plans are in the making for a joint conven- 
tion for Canada and the United States. 

Mrs. F. T. Anprews, President, 
Woman’s Auxiliary to the Mich- 
igan State Medical Society. 


present, including 





JACKSON COUNTY 

The first meeting of the Jackson County Auxiliary 
was held at the home of Dr. and Mrs. R. H. Nichols, 
in Leslie, October 16, 1934, with thirty-two mem- 
bers present. 

After a lovely dinner at seven, the president, Mrs. 
Glen Hicks, called the meeting to order. An inter- 
esting report of the State Convention was given by 
the president, after which Mrs. E. S. Peterson, a 
delegate to the Convention and acting State Legisla- 
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tive Chairman, reported on numerous events not dis- 
cussed by Mrs. Hicks. 

Mrs. L. J. Harris, program chairman, presented 
each member with a printed program for the coming 
year. She then introduced Miss Olive Sewell, of 
Lansing, executive secretary of the Michigan State 
Nurses Association, who gave a very interesting talk 
on the Training Schools for Nurses, stating that the 
public at large is responsible for the nursing pro- 
fession, that medical science has gone on rapidly 
but that the training of nurses has remained in the 
bath tub stage. She also emphasized the need of a 
broader educational program for nurses. 

The Public Relations Committee plans to present 
Dr. Joseph Bloodgood, of Johns Hopkins, as guest 
speaker at the November meeting. 





SAGINAW COUNTY 


The Saginaw County Auxiliary met for luncheon 
and business at the Birss Tea Rooms on Friday, 
September 28, with twenty-eight members attending. 

Following the luncheon, reports of the State Con- 
vention held in Battle Creek were given by the 
President, Mrs. J. A. McLandress, and Mrs. J. H. 
Powers. Mrs. L. C. Harvie then discussed the pro- 
gram suggestions as outlined by the former State 
President, Mrs. Elmer L. Whitney, and her program 
committee. 

It was voted to hold the Auxiliary meetings each 
month at the same time the Medical Society meets 
and to precede the social hour with a short educa- 
tional program. 








OBITUARY 











Dr. Peter T. Grant 


Dr. Peter T. Grant of Grand Rapids, Michigan, 
died at his home on July the sixteenth at the age of 
fifty-one years. Dr. Grant studied and received his 
Bachelor of Arts degree from Syracuse University 
in 1905, and his medical degree from Louisville in 
1909. Two years after his graduation in medicine 
he married Miss Beatrice Bushaw, who with three 
daughters survives him. He began practice in Ma- 
rengo, Indiana, where he remained until entering 
the medical corps of the United States Army, sta- 
tioned near New York City. After his discharge 
from the Army he entered upon a year’s post-grad- 
uate work in New York, after which he located in 
Grand Rapids. Following his residence in Grand 
Rapids, he spent a certain amount of time each year 
in post-graduate work either in United States or in 
Europe. Dr. Grant, besides being a member of Kent 
County Medical Society, Michigan State Medical 
Society and American Medical Association, was 
Vice-President of the Otolaryngological Society of 
Detroit, of the S. W. Michigan Trio-logical Asso- 
ciation, of the Grand Rapids Eye, Ear, Nose and 
Throat Society, of the American Academy of Oph- 
thalmology and Otolaryngology. He had executive 
qualities of a high order. His mind was of a philo- 
sophical and reflective type. A friend writes to the 
effect that Dr. Grant was concerned with the pur- 
pose of life, summed up in the question, “What does 
it all mean?” He writes, “I believe he (Dr. Grant) 
would have us think seriously of life and its sig- 
nificance, less of theology and more of ethics, less 
of destiny and more of character, less of reward 
and more of service. Life to him was an oppor- 
tunity and a responsibility.” 

Dr. Grant was chairman of the Eye, Ear, Nose, 
and Throat Section of the Michigan State Medical 
Society. 
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ALUM PRECIPITATED TOXOID 
FOR USE IN IMMUNIZATION 
AGAINST DIPHTHERIA 


The purpose of this paper is to give sufficient in- 
formation about Alum Precipitated Toxoid that the 
reader may use the product with confidence and in- 
telligence. Something of the history, the prepara- 
tion, the testing, the method of use and the results 
obtained to date in Michigan with Alum Precipitated 
Toxoid will be given. 

Alum Precipitated Toxoid immunizes against diph- 
theria over 90 per cent of susceptible children re- 
ceiving a single injection of the product. The prep- 
aration of this product was first described by Glenny 
and his co-workers’ in 1926. He found it to be a 
superior immunizing agent for guinea pigs. A pub- 
lication by Glenny and Waddington’ in 1928 verified 
their earlier work and in 1930 Glenny* made the 
prophecy that probably in the future a suspension of 
toxoid precipitated by alum would be the favored 
agent for human im- 


lots must also pass tests demonstrating a high im- 
munizing potency, as measured by the response of 
guinea pigs to a single human dose. 

There are four important points to be constantly 
borne in mind in using Alum Precipitated Toxoid 
for human immunization. They are: 


1. Thoroughly re-suspend the precipitate by agita- 
tion before each injection. Only the precipitate im- 
munizes, the supernatant confers no immunity. 


2. If a vial of Alum Precipitated Toxoid is not 
used up on the same day on which it is opened, 
discard the remainder; do not use it another day. 
If a contamination was present due to the first day’s 
use it would not be possible to detect this fact be- 
cause of the precipitate present. 


3. Give all injections of Alum Precipitated Tox- 
oid subcutaneously and not intramuscularly. The 
slower absorption from a subcutaneous injection in- 
creases the antigenic response. Schmidt” has dem- 
onstrated in guinea 





munization against 
diphtheria. In 1931 
Glenny and Barr* 
published a detailed 
study of the precipi- 
tation of toxoid with 
alum, describing the 
method of obtaining 
the best yield with 
the greatest purifica- 
* tion. 

The first use of 
Alum Precipitated 
Toxoid in the United 
States for immuniza- 
tion of children was 
described by Wells, 
Graham and Havens” 
in 1932. They pre- 





ALUM PRECIPITATED TOXOID 
NOW READY 


One Dose Immunization for Children 
Under Ten Years 


A Single Injection Will Immunize 98 Per Cent of 
the Age Group 6 Months to 10 Years 


The Product should be given Subcutaneously, not 
Intramuscularly 


Requests for This Product Will 
be Filled in Order of Receipt 


Manufactured and Distributed by the 
Michigan Department of Health Laboratories 


pigs that a subcuta- 
neous injection of 
Alum Precipitated 
Toxoid gives a much 
better antigenic stimu- 
lation than does an 
intramuscular  injec- 
tion. 


4. Alum Precipitat- 
ed Toxoid is of pri- 
mary value in the im- 
munization of chil- 
dren, and especially 
of that most impor- 
tant group, the pre- 
school children. All 
the available  pub- 
lished data are based 
on children, and since 








pared the product ac- ; 
cording to Glenny’s technic and verified his results 
on ‘guinea pigs. Subsequent studies®’ verified their 
earlier report and gave additional results on human 
immunization. McGinnes, Stebbins and Hart*® report 
excellent results in immunizing over 2,000 children 
with a single injection. 

During the last two years detailed studies have 
been made on the use of Alum Precipitated Toxoid 
manufactured by the Michigan Department of 
Health.*™ 

These studies were made on children from Kent, 
Saginaw, Genesee, Ingham and Ottawa counties and 
conform in the excellent results obtained with the 
reported studies elsewhere. 

Our studies on 588 children, 380 of pre-school age, 
all with positive Pre-Schick tests, gave a 98 per cent 
immunity—the interval between the immunization 
injection and the Pre-Schick test being sixty-five 
days. 

nee Precipitated Toxoid is prepared by the ad- 
dition of a solution of pure alum to a potent diph- 
theria toxoid. A precipitate forms which contains 
most of the toxoid. This precipitate is washed, re- 
suspended in physiologic saline solution and a pre- 
servative added. Aseptic technic must be used 
throughout. 

All lots of Alum Precipitated Toxoid distributed 
under License from the National Institute of Health 
must be proved safe for human injection by passing 
tests demonstrating sterility, freedom from toxic 
or poisonous properties, and that less than 20 mgm. 
of alum per human immunizing dose is present. All 


the use of the prod- 
uct on adults in Michigan gave disappointing results 
it would be wiser not to use it on adults until fur- 
ther studies have been made. 


The explanation for the marked increase in the 
antigenicity of a toxoid which has been precipitated 
with alum has not been proved, but Glenny, etc.,” 
state that “the improvement following the addition 
of alum to toxoid... would appear mainly due to the 
relative insolubility of the precipitate.’ In other 
words, the slow absorption of the precipitate would 
give the effect of multiple stimuli over a consider- 
able period of time. Another possibility is that the 
presence of the alum itself plays a part in the stim- 


ulation. W. E. B. 
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To the Editor of the Journal M.S.M.S. 


I am writing you concerning a new organization 
which was formed in Calhoun County on Thursday 
night, November 15, known as the Allied Health 
Groups. The membership of this organization is re- 
stricted to Doctors, Dentists, Registered Nurses, and 
Pharmacists, all of whom must be in good standing 
in their respective associations to qualify. 

In the light of recent events and particularly with 
the impending threat of so-called State Medicine, 
many of us have felt that organized medicine was 
not strong enough in itself to sway public opinion 
to the point of open objection against this en- 
croachment by the State on a very important problem 
of all the public. While this was perhaps the main 
motive in starting this organization it has long been 
common knowledge that many laws have been 
wrongly or poorly enacted affecting these four 
groups and that many other laws should be passed 
for the general good of the public and also the pro- 
fessions involved. 

We feel that the common interests of the public 
and professions can best be served by organized 
effort, independent of the limitations naturally im- 
posed by the various scientific organizations to 
which the individual members belong. Naturally, 
any steps taken will be only those approved by the 
State Associations of Medicine, Dentistry, Nursing 
and Pharmacy, but action will be more aggressive 
and direct than any of these individual groups could 
or would care to advance. The list of officers elect- 
ed at this meeting are as follows: 

President, Joseph E. Rosenfeld, M.D. 

First Vice President, Mr. Norman Freeman, 
Reg. Ph. 

Second Vice President, H. J. Thorne, D.D.S. 

Third Vice President, Miss Clara Gasser, R.N. 

Secretary-Treasurer, Ignatz G. Uhrie, D.D.S. 
Board of Directors: 

A. T. Hafford, M.D. 

Lawrence Heidenrich, D.D.S. 

Miss Angela O’Neill, R.N. 

Mr. Gerald Koons, Reg. Ph. 

We also have in mind a program of education as 
regards health laws, this program to extend to public 
officials as well as the public itself. 

As a matter of interest the Battle Creek Evening 
News last night wrote a splendid editorial, com- 
mending this movement and I am furnishing you 
with a copy of this. It is our hope that similar or- 
ganizations to this will spring up in each county 
rapidly and that in every instance the local county 
medical society will unofficially sponsor the organi- 
zation as it has done in Calhoun. 

Believing this action will be of interest to the en- 
tire medical profession of this state, I am forward- 
ing you these comments in the hope that they will 
be printed in the next issue of the State Journal. 


JosEpH E. RosEnFELD, M.D. 





A GUIDE IS NEEDED* 


Formation of the Allied Health Group, representing 
doctors, dentists, nurses and pharmacists, the pur- 
pose of which is to exercise a guiding hand in pub- 
lic health legislation, is a step which is important to 
the public as well as to the participating professions. 

Certainly this is the group in which legislation re- 


*This is the editorial referred to in Dr. Rosenfeld’s letter. 
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lating to public health should originate rather than 
from lay sources, which have no expert knowledge 
of the professional questions pertaining to public 
health. 

Whatever legislation may be proposed, it ought 
to come from the representatives of the professions 
which are trained to know and meet the require- 
ments of health. Surely doctors, dentists, nurses and 
pharmacists can express much more competent opin- 
ions on the subject than could a group of untrained 
and perhaps politically or selfishly inclined persons. 

The widespread agitation which has developed in 
recent times for statutory regulation of the practice 
of medicine and its correlative professions only em- 
phasizes the need for the right kind of guidance for 
possible legislation. Otherwise, legislation which 
would be detrimental to every individual in the state 
might be enacted. 

In the organization of this group the health pro- 
fessions are not only protecting themselves but they 
also are protecting the public. 


—From the Battle Creek Evening News. 
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Dr. Francis MacMillan of Detroit and Miss Mary 
Morley, daughter of Mr. and Mrs. Frederick G. 
Morley of Detroit were married September 1. They 
spent their honeymoon in Europe visiting Paris, 
thence to Vienna, where Dr. MacMillan spent three 
weeks attending the clinics. Following this the 
young couple went on a Mediterranean cruise and 
returned to Detroit the second week in November. 


* * X 


Harper Hospital, Detroit, cordially invites all phy- 
sicians to attend the Friday morning conference 
held each week from 9:00 until 11 o’clock in the 
amphitheater. The first hour of the program is the 
clinical pathologic conference conducted by Dr. 
Plynn F. Morse. This is followed by the presenta- 
tion of clinical cases by the heads of the various 
departments in the hospital. 


* * 


POSTGRADUATE MEDICAL EDUCATION 
AND THE NEEDS OF THE GENERAL PRAC- 
TITIONER is the title of the completed report by 
the subcommittee of the committee on Economics. 
It is a volume of 91 pages, double columns. It com- 
prises the most exhaustive study of the subject that 
has ever been made. Copies of this report may be 
procured by addressing the Secretary’s office, 313 
Metz Building, Grand Rapids. The price is $1.50. 


k kK * 


Application blanks are now available for space in 
the Scientific Exhibit at the Atlantic City Session of 
the American Medical Association, June 10-14, 1935. 
The Committee on Scientific Exhibit requires that 
all applicants fill out the regular application form 
and requests that this be done as early as convenient. 
Applications close February 25, 1935. Persons de- 
siring application blanks should address a request to 
the Director, Scientific Exhibit, American Medical 
Association, 535 North Dearborn Street, Chicago, 
Tllinois. 
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A VETERAN PSYCHOPATHIC HOSPITAL 

Mentally deficient veterans are housed in psycho- 
pathic wards and in jails and are permitted to walk 
the streets in Michigan because of inadequate facili- 
ties for caring for them, according to statements 
by Councilman Eugene I. van Antwerp, of Detroit, 
and Fred Beard, State welfare director for the 
Veterans of Foreign Wars. Van Antwerp is a 
member of the Disabled Veterans Committee in the 
State, and joined with Beard today in suggesting a 
veterans’ hospital at Detroit. They pointed out that 
while the capacity at the Veterans’ Hospital for 
Mental Cases at Camp Custer is 840 beds, less than 
400 are available to veterans from Michigan, the 
hospital also caring for cases from Illinois, Indiana, 
Wisconsin and Minnesota. The capacity of the 
Marine Hospital at Detroit is only 240 beds. The 
State offers no general hospital facilities and vet- 
erans in need of surgical treatment must go to Day- 
ton or Chicago. 





PRIZE ESSAY 


American Association for the Study of Goiter 
November 1, 1934. 
Michigan State Medical Journal, 
Grand Rapids, Mich. 
Gentlemen: 

The American Association for the Study of Goiter 
again offers the Van Meter Prize Award of $300 
and two honorable mentions for the best essays on 
the subject of goiter provided they meet the stan- 
dards of the award committee.. The essays should 
be based on original research work on the subject 
of goiter, preferably its basic cause. The prize essay 
or its abridgment is to be presented at the annual 
meeting of the Association to be held in Salt Lake 
City, Utah, in June, 1935. 

Competing manuscripts should be in the hands of 
the Corresponding Secretary, W. Blair Mosser, 
M.D., Kane, Pa., not later than April 1, 1935. 

The first prize of $300 for the 1934 meeting was 
awarded to M. A. B. Brazier, Ph.D., B.Sc., London, 
England, for her essay “The Impedance Angle Test 
for Thyrotoxicosis.” 

First honorable mention was awarded Prof. Ugo 
Cerletti, Genoa, Italy, for his essay “Three Years 
of Experimental Research in the Etiology of En- 
demic Goitre.” 

Second honorable mention was awarded D. Roy 
McCullagh, M.D., Cleveland Clinic, Cleveland, Ohio, 
for his essay “Studies in Blood Iodine using a New 
Chemical Method.” 

Sincerely yours, 
W. Brarr Mosser, M.D., 
Corresponding Secretary. 





THE MICHIGAN ASSOCIATION OF SCHOOL 
PHYSICIANS 


The newly elected officers of The Michigan As- 
sociation of School Physicians at the meeting of the 
Association at Lansing, November 8, are as fol- 
lows: Dr. J. D. Sundwall, President; Dr. C. D. 
Barrett, Vice President; Dr. V. K. Volk, Secretary- 
Treasurer; Dr. Earl Kleinschmidt, Editor, and Dr. 
Wm. H. Pickett, Associate Editor. Additional mem- 
bers elected to the Executive Committee are Dr. 
B. M. Carey, Dr. G. M. Byington, and Dr. Don M. 
Gudakunst. Among the resolutions adopted by the 
Association are: (a) That all School Health work- 
ers be required to have annual physical examinations 
and include tuberculin tests and x-rays. (b) That 
all High School athletes be required to have tuber- 
culin tests (and x-rays of the chest when indicated) 
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as a part of their annual physical examination re- 
quirements. (c) That the Michigan Association of 
School Physicians invite all State, County, and City 
teachers individually and by groups to assist in 
bringing about the enactment of suitable legislation 
requiring annual thorough physical examinations of 
teachers before the beginning of each school year. 
That the examination include tuberculin testing and 
x-ray. (d) That we endorse the activities of the 
State Tuberculosis Association and all affiliated 
county organizations in their efforts to control and 
prevent the spread of tuberculosis infection, and we 
urge the cooperation of the general public in the 
support of these activities through the liberal pur- 
chase of the Tuberculosis’ Association Christmas 
seals. 





ANNUAL TUBERCULOSIS ASSOCIATION 
MEETING 


The Michigan Tuberculosis Association, the 
Michigan Trudeau Society and the Michigan Sana- 
torium Association met in joint session in Ann Ar- 
bor, October 11. Dr. John Alexander and staff in 
the Thoracic Surgery Department at the University 
Hospital gave very instructive clinics at the hospital 
throughout the morning. A large number of phy- 
sicians and laymen interested in the control of tu- 
berculosis met at a noon luncheon where reports 
of the year’s work were made and an address by 
Dr. Paul F. Voelker was heard. Dr. Voelker 
stressed the importance of more interest in health 
matters for school children and pointed out the 
need for the annual examination of school teachers 
for the detection of communicable diseases, espe- 
cially tuberculosis. 

With the assistance of the Michigan Tuberculo- 
sis Association 35,000 persons, mostly high school 
pupils, were tuberculin tested and over 7,000 x-rayed 





THE JOURNAL 
Do you want a fat JouRNAL? 


We have on hand many excellent’ scientific 
papers. The editor can get as many more. 
Do you want to read them in your JouRNAL? 
You can if you want to. The number of 
pages of reading matter is largely dependent 
on the number of advertising pages. You can 
make the JoURNAL worth while to the adver- 
tiser. Here is an extract from a recent letter 
from a large advertising agency. 

“Mr. M. who gave us the order for a full 
page is a believer in state medical journals 
and has other advertising pages if we can 
demonstrate advertising in your JOURNAL pays. 
Is there some way by which you can start 
inquiries? We would like the advertiser to 
know that somebody has seen and read his 
advertisement.” You help the JouRNAL when 
you write the advertiser. 

There are potential advertisers in your com- 
munity. Among our members are a few, a 
very few, who have at times turned a neat 
sum in commissions by soliciting their ac- 
quaintances. We will give you every assist- 
ance. 
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during the past year. This uncovered 146 active 
adult type cases of tuberculosis and 1,147 childhood 
type. Of this latter group most of them are in- 
active but require careful observation at home. 
Most of the testing was done by local physicians, 
and over 1,200 were referred to their family phy- 
sicians for advice and care. 

The Trudeau Society conducted a symposium on 
collapse therapy in which most of the sanatoria of 
the state were represented, and use of these surgical 
measures was found to be bringing gratifying re- 
sults by all those reporting. 

At a conference in the evening the problem of 
tuberculosis among high school and college athletes 
was discussed and the need for more care in pro- 
viding adequate examinations before allowing indul- 
gence, particularly in competitive sports, was 
brought out. Dr. W. J. V. Deacon of the State 
Health Department reported statistically on tuber- 
culosis hazards, indicating that women die in great- 
est numbers during young adult life, but men die 
in larger numbers in later adult life. The death rate 
from tuberculosis in Michigan has fallen from 94.7 
deaths per 100,000 population in 1908 to 46.7 in 
1933, Dr. Deacon reported. 

The following officers for the Michigan Tubercu- 
losis Association were elected for the coming year: 

President—Dr. Bruce H. Douglas, Detroit. 

First Vice-President—Dr. John Sundwall, Ann 
Arbor. 

Second Vice-President—Mr. Curtis Wylie, Grand 
Rapids. 

Treasurer—Mr. Harry Bennett, Lansing. 





DR: LUCE WENT TO WASHINGTON 


Dr. Henry A. Luce of Detroit responded to an 
invitation to attend the National Conference on Eco- 
nomic Security at Washington, November the four- 
teenth. Dr. Luce was invited as one of the leaders 
in discussion on the subject of Medical Care. 
Among other physicians invited in the same capacity 
were: Dr. Nathan B. VanEtten of New York 
City; Dr. George Follansbee of Cleveland. While 
prominent in organized medicine, none went as rep- 
resentative of any state or national medical asso- 
ciation with which he is associated, but as an in- 
dividual. The purpose of the meeting is to aid the 
President in the matter of effecting a certain degree 
of economic and social security, of which medical 
care may be construed as an important factor. Dr. 
Luce as one of the discussion leaders emphasized 
the importance of maintaining a high quality of 
medical service which he believed the medical pro- 
fession of the United States aimed to give. He 
referred to the numerous methods adopted by va- 
rious county societies to meet the situation of medical 
care on terms which the low income worker could 
afford to pay. He went into as much detail as time 
would permit, in regard to the intensive study of 
the subject by the Michigan State Medical Society 
through the Committee on Survey of Health Agen- 
cies, later by the Committee on Economics. He also 
expressed his assurance that the medical profession 
was willing at all times to codperate in any move- 
ment for an improvement of the quality of medical 
service. Dr. Luce stated that at the convention the 
social workers and economists outnumbered mem- 
bers of the medical profession; however, he was 
favorably impressed with President Roosevelt’s at- 
titude towards the matter of social and economic 
security. The President was inclined to center his 
attention on one subject, namely, Unemployment 
Insurance. The matter of old age pension and of 
medical care would be postponed indefinitely. He 
spoke disparagingly of “organizations promoting 
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fantastic schemes which have aroused hopes which 
can not possibly be fulfilled.” Regarding health in- 
surance, while he had no immediate plan he was 
confident that whatever the future had to offer, 
nothing would be devised that would hinder the 
medical profession. Dr. Luce quoted from the 
President’s address as follows: 

“There is also the problem of economic loss due 
to sickness—a very serious matter for many fami- 
lies with and without incomes, and therefore an 
unfair burden upon the medical profession. 

“Whether we come to this form of insurance soon- 
er or later on, I am confident that we can devise 
a system which will enhance and not hinder the 
remarkable progress which has been made and is 
being made in the practice of the professions of 
medicine and surgery in the United States.” 





HIGHLAND PARK CLINIC 


The Highland Park Physicians Club will hold 
their ninth annual Clinic, December 5, 1934, at the 
Highland Park General Hospital. 

The following speakers are on the program: 

Dr. Arthur H. Stillians, Chicago, Professor of 
Dermatology, Northwestern University — Subject: 
“Relationship of Dermatology to General Medicine.” 

Dr. Edward A. Morgan, Toronto, Pediatrician, the 
Hospital for Sick Children—Subject: “Cyanosis of 


the Newborn.” 

Dr. Edward J. Stieglitz, F.A.C.P., Chicago, 
Assistant Professor of Medicine, Rush Medical 
School—Subject: “Hypertension.” 

Dr. Thomas D. Allen, F.A.C.S., Chicago, Asso- 
ciate Professor of Ophthalmology, Rush Medical 
School—Subject: “Relationship of Ophthalmology 
to Medicine and Surgery.” 

Dr. C. R. G. Forrester, F.A.C.S., Chicago, Pro- 
fessor of Surgery, Loyola University—Subject: 
“Treatment of Fractures.” (Movie Film.) 

Dr. John Carmack, F.A.C.S., Indianapolis, Pro- 
fessor of Oto-Laryngology, Indiana University— 
Subject: “Otitis Media and Its Complications.” 

Dr. Arthur M. Mendenhall, F.A.C.S., Indianapolis, 
Professor of Obstetrics, Indiana University—Sub- 
ject: “Newer Things in Obstetrics.” 

Dr. Ellis Fischel, F.A.C.S., St. Louis, Associate 
Professor of Surgery, St. Louis University—Sub- 
ject: “Cancer of the Breast.” 

Dr. Russell L. Haden, F.A.C.P., Cleveland, Direc- 
tor Department of Internal Medicine, Cleveland 
Clinic—Subject: “Problems of Chronic Arthritis.” 





DR. HAVEN EMERSON ON THE FREE 
CLINIC 


Dr. Haven Emerson of New York, who from 
April the nineteenth to June the twentieth, 1934, 
made a survey of out-patient clinics in the metro- 
politan area of Detroit, addressed an audience con- 
sisting of members of the medical profession and 
others, in Detroit on November the sixteenth. Dr. 
Emerson reviewed the clinical situation and claimed 
that half the cost of medical care went into hospi- 
talization. He felt that certain economies might be 
effected by more systematic attention to the out- 
clinic patient while he was in the “vertical” position, 
whereby many might be restored to health so that 
they did not reach the “horizontal” stage. From ten 
to twelve per cent of hospital patients did not need 
the kind of care that a hospital was able to provide; 
they could be handled at less expense in convales- 
cent homes. He went on to say the mortality, par- 
ticularly of little children afflicted with pneumonia, 
was about half that in institutionalized patients. De- 
troit as a community he found contained on the whole 
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a younger population than that found in other com- 
munities of its size. There was also a preponder- 
ance of males. In the care of the sick he had found 
Detroit unevenly progressive, referring to the out- 
patient departments of various hospitals and clinics. 
The number of visits in a year was equal to the 
entire population of the city. This enormous num- 
ber of visits was taken care of by physicians only 
4.6 per cent of whom were paid at the rate of $2.21 
per hour. He estimates that on this basis the city 
received from the medical profession, at $2.00 per 
hour, the sum of $153,000 in free service from the 
95.4 per cent of physicians who received no pay 
at all. He mentioned the enormous amount of med- 
ical time spent by physicians in which there was not 
even the compensation of experience. He believed 
that clinic physicians should be compensated for the 
time given, since in some cases it amounted to half 
of their professional day. Dr. Emerson went on to 
state that in his belief the patient was entitled to 
continuity of medical supervision, that is, if he went 
to private doctor, to clinic, or from clinic to hos- 
pital, there should be a complete report of his condi- 
tion available from one service to the next. He felt 
that the independent clinic, so-called, was at a dis- 
advantage compared with clinics with hospital affilia- 
tion. Speaking of the social worker, he said that 
some institutions were opposed to her services while 
others made use of the social worker. He favored 
the trained social worker, among whose duties, he 
felt, was that of investigating and eliminating the 
grafter of free medical service. He believed that the 
higher trained social worker could do a great deal 
to help the doctors and clinics, while he looked with 
disfavor upon the untrained social worker, who 
should be eliminated from the service. 





FOOD HANDLERS AND TUBERCULOSIS 


(Mary B. CAmppeLt, M.D., and 
D. S. BracHMAN, M.D.) 


DETROIT 


It is generally recognized that tuberculosis may be 
spread by food handlers. Because of this fact, Sec- 
tion 470 of the Public Acts of 1931 state, . “No 
person who is affected with an infectious disease, 
... shall work, or be permitted to work in any place, 
where cigars are manufactured or where food or 
drink is prepared, cooked, mixed, baked, exposed, 
bottled, packed, handled, stored, manufactured, of- 
fered for sale, or sold. Whenever required by any 
local health officer, any person employed in any such 
places shall submit to a physical examination by 
such officer, or by some physician designated by such 
health officer or by a physician regularly in the em- 
ploy of the person or institution by whom the person 
to be examined is employed. If as a result of such 
examination, such person shall be found to be af- 
fected with any infectious disease . . . such employ- 
ment shall immediately cease and such person shall 
not be permitted to work in any such place.” 

The case-finding unit of the Detroit Tuberculosis 
Sanatorium has been cooperating with the Wayne 
County Medical Society and the Detroit Department 
of Health in the food handlers’ program. A supple- 
mentary activity to the active plan of the Depart- 
ment of Health was carried out with a group of 
605 food handlers scattered in different sections of 
the city and which we feel would be a cross section 
for that occupation in this community. The results 
are very interesting and form the basis of practical 
recommendations for the health of all. 

The procedure was as follows: 

All the food handlers were given a tuberculin test 
(Pirquet). 

(It should be emphasized that these workers 
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were not patients but actively engaged in a gainful 
occupation. They did not have any symptoms to 
our knowledge and went through the procedure 
feeling normally healthy.) 


Two hundred and nine of the 605 workers reacted 
positive to the tuberculin test (34.5 per cent). 

One hundred and ninety-nine food handlers (of 
which only twenty-five were males) were x-rayed, 
with the following results: 


Adult type 7 se 





5 (2.5% of those x-rayed) 





Meiniamial “ERC. <.cccescnscceeecassase 

Moderately po erneoni eceeeaen 3 

at - AGCAnCOO ca son cnccccncuceas 1 
Childhood type infection.................... 3 
Pleurisy 2 
Observation 5 





The five workers (all female) with adult type dis- 
ease have been recommended for sanatorium care 
and arrangements made for admission. 


The patients thus registered are investigated by 
the health authorities. All members of the house- 
hold in which they live are strongly advised to have 
necessary tests to discover other possible cases of 
tuberculosis. These might have caused or perhaps 
been the result of contact with the 5 cases diagnosed 
by our case-finding unit. 

Recommendations : 


The regular physical examination of the chest for 
food handlers should be carried out as before. 


A supplementary examination would be advisable 
in which all food handlers are given a tuberculin 
test, irrespective of presence or absence of abnormal 
symptoms or signs, general appearances, etal con- 
tact history, etc. 

All reacting positive to the skin test should be 
x-rayed. 





RESUSCITATION 


YANDELL HENDERSON, New Haven, Conn., points 
out that the conditions to which resuscitation applies 
are all essentially forms of asphyxia. They included 
drowning, electric shock, asphyxia of the new-born, 
carbon monoxide, morphine, cyanide and alcohol poi- 
soning, anesthetic and postoperative depression, pul- 
monary edema and hemorrhage. For brief complete 
asphyxia, involving failure of breathing, the princi- 
pal measure of resuscitation is artificial respiration, 
reinforced by inhalation of carbon dioxide and oxygen. 
For prolonged asphyxia, including coma with depres- 
sion of breathing, the principal measure of resusci- 
tation is inhalation of carbon dioxide and oxygen, 
initiated, when needed by artificial respiration. The 
various forms of apparatus for treatment of as- 
phyxia are evaluated. Artificial respiration appara- 
tus of the laboratory type should be available in 
the operating room. But such apparatus is not suit- 
able for general use by laymen. Outside the operat- 
ing room and the hospital, reliance should be placed 
on inhalators and the Schafer prone pressure meth- 
od of artificial respiration. The theory of asphyxia 
now generally accepted in the medical sciences is 
inconsistent with the facts of resuscitation estab- 
lished clinically. If the condition now called “aci- 
dosis” were really acid poisoning, inhalation of car- 
bon dioxide would further poison the victims of 
asphyxia. The fact is, on the contrary, that car- 
bon dioxide combined with a supply of oxygen has 
proved to be the specific cure for asphyxial ‘ ‘acido- 
sis.’ For further progress in resuscitation and in 
related problems of clinical physiology the develop- 
ment of a sound theory of asphyxia, and of “acido- 
sis,” or acarbia, is urgently needed. (Journal A. M. 


A., Sept. 8 and 15, 1934.) 
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Acknowledgment of all books recéived will be made in 
this column and this will be deemed by us a full com- 
pensation to those sending them. A _ selection will be 
made for review, as expedient. 


DEVELOPMENTAL ANATOMY: A Textbook and Lab- 
oratory Manual of Embryology, by Leslie Brainerd 
Arey, Robert Laughlin Rea Professor of Anatomy, 
Northwestern University, Chicago, Ill. Third Edition, 
Revised. 593 pages with 547 illustrations, many in color. 
Philadelphia and London: W. B. Saunders Company, 
1934. Cloth, $6.50 net. 

Through its three editions in the past ten years, 
this work has become the leading text in embry- 
ology in this country. The present edition has main- 
tained the standard of its predecessors. It is well 
illustrated and the presentation is clear and up-to- 
date. The general principles of early development 
and the field of organogeny are well proportioned 
for a teaching text. Human development is stressed. 
A laboratory outline dealing with the development 
of the chick and embryo pig occupies the last fifth 
of the work. 





A MANUAL OF THE PRACTICE OF MEDICINE: By 
A, Stevens, A.M., M.D., Formerly Professor of 
Applied Therapeutics in the University of Pennsylvania; 
Honorary Consulting Physician to the Philadelphia Gen- 
eral Hospital; Consulting Physician to St. 
pital, Philadelphia. Thirteenth Edition, 
pages. Philadelphia and London: W. B 
pany, 1934. Cloth, $3.50 net. 

When a medical book has attained its thirteenth 
edition its reputation can be said to be pretty well 
established. This revision has consisted of the elim- 
ination of obsolete matter, and additions to make it 
conform with present-day knowledge of medicine. 
It was never intended to replace the larger works 
on practice. It will be found a convenient work of 
reference—a sort of desk book—for the student or 
the busy practitioner whose spare time reading will 
include the larger and more complete works. 


Agnes Hos- 
Revised. 685 
. Saunders Com- 





DIAGNOSIS AND TREATMENT OF PUL- 
MONARY ABSCESS IN CHILDREN 


David T. Smith, Durham, N. C., believes that the 
history of a tonsillectomy or aspiration of a foreign 
body should at once direct the attention to the pos- 
sibility of a fusospirochetal abscess. A child with 
the clinical signs and symptoms of pneumonia who 
has gingivitis or Vincent’s infection of the tonsils 
may have a fusospirochetal abscess of the lungs. 
The history, physical signs and roentgen shadows 
may be identical in cases of bacterial abscess, fuso- 
spirochetal abscess and mycotic abscess. The final 
diagnosis rests entirely on a study of the pulmo- 
nary secretions. Recourse to laryngeal swabbings, 
bronchoscopic drainage and pleural tapping may be 
necessary. Exploring the lung with a needle in 
search of an abscess is contraindicated because of 
the danger of producing empyema. The common 
bacteria that produce lung abscess are easily culti- 
vated on blood agar. The fusiform bacilli and the 
thicker spirochetes (Treponema buccale and Trepo- 
nema vincenti) are readily demonstrated by stain- 
ing a smear of the secretion with gentian violet or 
dilute carbolfuchsin. The finer spirochetes (Tre- 
ponema microdeneteum and Treponema macrodene- 
teum) may be shown by the Fontana stain or by the 
darkfield apparatus. When chunks of purulent spu- 
tum can be obtained, the smears should be made 
from the pus in the center. Cells of the yeastlike 
and moldlike fungi may be found by direct micro- 
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scopic examination after the material has been treat- 
ed with a 10 per cent solution of sodium hydroxide. 
The higher bacterial forms may be found in fresh 
preparations as “sulphur granules” or demonstrated 
in stained smears as branching Gram-positive rods 
and filaments. Some of the nocardia or streptothrix 
organisms are nonacid-fast and some acid-fast. 
Sometimes it is necessary to inoculate a guinea pig 
to prove that these acid-fast forms are not atypical 
tubercle bacilli. The general supportive measures 
can be applied equally well to all types of pulmonary 
abscess. If the bacterial abscess is caused by an or- 
ganism of the gas gangrene group, the patient should 
be treated with specific or polyvalent antigangrene 
serums. The acute staphylococcic abscesses might 
be treated with the new staphylococcic antitoxin. 
Abscesses due to the other bacteria should be treated 
palliatively in the acute stage unless empyema de- 
velops. In the subacute stage postural drainage, 
bronchoscopic drainage and perhaps autogenous vac- 
cine therapy is indicated. If the lesion persists for 
three months, it has reached the chronic stage and 
should be treated by open operation and drainage. 
In the fusospirochetal type of pulmonary abscess 
arsenic treatment should be started within the first 
two weeks of the disease. Either neoarsphenamine 
or sulpharsphenamine may be used in doses about 
one-half as large as a similar child would require for 
syphilis, but repeated every three or four days up to 
six or eight doses. Bronchoscopy should be em- 
ployed if postural drainage is not effective. Phren- 
icectomy and artificial pneumothorax is not advised. 
In cases in which the lesions persist for three 
months while the patient is receiving arsenic therapy, 
postural drainage and bronchoscopic treatment, the 
abscess is chronic and should be drained by open 
operation. The mycotic abscesses of the lung should 
be treated by gradually increasing doses of potas- 
sium iodide. If the patient does not respond to this 
treatment, it should be suppplemented by inhalations 
of ethyl iodide with an initial dose of from 0.5 c.c. 
to 1 cc. once daily, gradually increased to 2 c.c. 
three times daily. Vaccine therapy seems to be of 
value in some cases as a supplementary treatment. 
(Journal A. M. A., Sept. 29, 1934.) 





THERAPY OF COOK COUNTY HOSPITAL: 
THERAPY OF DISTURBANCES DUE TO 
HEAT 


Bernard Fantus, Chicago, discusses the prophy- 
laxis and treatment of the therapy of disturbances 
due to heat as it is carried out by the attending staff 
of the Cook County Hospital. Excessive exposure 
to heat is liable to result in one of three rather spe- 
cific conditions: heat cramps, heat prostration or 
heat stroke. In addition to these, it must be appre- 
ciated that, when a person is exposed to excessive- 
ly high external temperature, a strain is put on the 
entire system, most especially the circulatory mech- 
anism and the emunctories, so that persons handi- 
capped by almost any systemic disease are prone to 
suffer from an aggravation of their symptoms en- 
tirely because of this functional strain. All such per- 
sons are in greater need of protection against such 
exposures than are normal persons and they can be 
relieved of distresses due to heat exposure, even 
though the distresses are not of a specific type, by 
measures directed against the excessive heat and its 
results rather than by digitalis, diuretics or hyp- 
notics that might otherwise seem indicated. Even 
relatively normal persons differ greatly in their abil- 
ity to tolerate heat. Least able to do this are the 
very young, the very old and the obese. Alcohol 


addicts and persons who have once had sunstroke 
are particularly predisposed and require especial 
protection. (Journal A. M. A., Sept. 29, 1934.) 
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“To be sure, the physician cannot be a mere intellectual machine. None 
knows that better than we. Through all ages we have insisted that he shall 
feel himself bound by a code of moral law, to which, on the whole, he has 
held without question, while creeds of more serious nature were shifting and 
changing. What the Greek fathers of medicine asked of him we still ask of 
him to-day. He must guard the secrets wrung from the patient on the rack 
of disease. He is more often than he likes a confessor, and while the priest 
hears, as I have once said, the sins and foibles of to-day, he is as like as not 
to have to hear the story of a life.” 


—From Doctor and Patient by 
S. Weir Mitchell, M.D. 
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prompts many physicians to specify MEAD directions on or in packages, (3) Mead Johnson 
PRODUCTS.* First, because they are good re- & Company supply no circulars to druggists to 
liable products, skilfully made for their special- be handed to patients, (4) Mead Johnson & 


ized uses. Second, because Mead Johnson & Company do not hire space in drug store windows 
Company believe in and faithfully practise the for displaying Mead Products to the public, (5) 
principles that redound to the medical profes- Mead Johnson & Company do not circularize 
sion’s own interest, for example: (1) Mead prod- new mothers via birth lists, (6) Mead Johnson 
ucts are never advertised nor radio-broadcast to & Company refer all inquiries for medical infor- 


the laity, (2) Mead Products carry no dosage mation from the public to the family physician. 








It 1s interesting to note only $6 for this entire pe- 
that a fair average of the When more physicians specify MEAD’S, riod—a few cents a day: 
length of time an infant That, in the end, it costs 
receives Dextri-Maltose is the mother less to employ 
five months: That these regular medical attend- 
five months are the most critical of the baby’s life: That ance for her baby than to attempt to do her own feeding, 
the difference in cost to the mother between Dextri- which in numerous cases leads to a seriously sick baby 
Maltose and the very cheapest carbohydrate at most is eventually requiring the most costly medical attendance. 


MEAD JOHNSON & COMPANY, Evansville, Indiana, U.S.A. 


more babies will be fed by medical men. 











* Dextri-Maltose Nos.1,2and3. Dextri-Maltose with Vitamin B. Mead’s Viosterolin Oil. Mead’s Viosterol in Halibut 
Liver Oil (liquid and capsules). Meads Cod Liver Oil With Viosterol. Mead's Brewers Yeast (tablets and powder). Casec. 
Recolac. Sobee.. Mead's Standardized Cod Liver Oil. Mead's Halibut Liver Oil. Mead’s Cereal. Pablum. Mead's 
Powdered Whole Milk. Alacta. Mead's Powdered Lactic Acid Milk Nos. 1 and 2. Mead’s Powdered Protein Milk. 
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Coreen Cigarettes are on sale in eighty- 
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We believe you will agree with us 
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A. Highly injected vessels of ol- 
factory mucous membrane. 
B. Contracted vessels after ap- 
plication of vaso-constrictor. 
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The consensus of opinion is that Neo-Synephrin Hy- 
drochloride is more effective when applied to the nasal 
mucosa than ephedrine, epinephrine, or Synephrin 
Tartrate. Neo-Synephrin Hydrochloride affords greater 
relief than these medicaments in the strengths in which 
they are ordinarily used, with little irritation or un- 
toward systemic reaction. 
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surface tension. 





There are several dosage forms of Neo-Synephrin 
Hydrochloride available for topical application to the 
nasal mucosa. This permits a choice of vehicle to suit 
the requirements of the individual case. 
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Neo-Synephrin Hydrochloride Solution . . 4% Emulsion pro- 
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ri Neo-Synephrin Hydrochloride Emulsion . 4% 
(“For Hypodermic Application”) 

Procaine Neo-Synephrin Hydrochloride Tablets 
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better results. 
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WEHENKEL HOME 


19810 Farmington Rd., Farmington, Mich. Between 7 and 8 Mile Roads near Detroit 





CONVALESCENT 
HOME FOR 
TUBERCULOSIS 


Private Estate Under Directorship of A. M. Wehenkel, M.D. Suburban Location 
Ten Rolling Acres—Beautifully landscaped. Spring Water—Foodstuffs from own gardens. 
Constant Medical Supervision. Restful and quiet accommodations in a beautifully furnished, 
palatial home. RATES: $15.00 and upward, weekly, including Medical and Nursing Services. 
Tel.: City Offices, Madison 3312-3; Sanatorium, Farmington 332. 
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Milwaukee Sanitarium stands for rea Q. Howard, M.D. 

all that is best in the care and Carroll W. Osgood, M.D. 
treatment of nervous disorders. ATTENDING STAFF 

Photographs and particulars sent 


H. Douglas Singer, M.D. 
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